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Abstract 
Breast cancer is a serious illness that often has fatal consequences. Adherence to the 
recommendations for breast cancer surveillance is poorly practiced among African 
American women. The purpose of this phenomenological study was to seek individual 
professed barriers to breast cancer screening among African American women to better 
understand why breast cancer continues to be one of the principal basis of mortality 
among African American women. The theoretical framework for this study was the 
behavioral model of health services use. Purposeful selection was used to invite 14 
African American women to participate in the in-depth interview process. Interview data 
were transcribed and then coded for recurring themes and meaning. The findings of this 
study demonstrate that these women’s perceived barriers to breast cancer screening were 
lack of information, a belief that genetics dictates who gets breast cancer, embarrassment, 
a norm of people not going for health checkups, the procedure of breast cancer screening, 
and fear. Participants noted that the improved method of mammography may promote 
utilization within the population. Breast cancer disparities among African American 
women may decline if healthcare providers promote awareness of the availability and 
accessibility of breast cancer prevention resources and if African American women 
understand the barriers to breast cancer prevention and change their own screening 
practices. 
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Chapter 1: Introduction to the Study  
Introduction  
Breast cancer is a predominant non-skin cancer in females and has emerged as 
one of the leading causes of mortality among women in United States (American 
American Cancer Society [ACS], 2011; Jemal et al., 2005). Although immense progress 
has been made in screening procedures and mammography practices for the general 
population, lesser screening rates are seen in various female subgroups (ACS, 2011; U.S. 
Department of Health and Human Services, Centers for Disease Control and Prevention 
[CDC], 2013). Women from ethnic minority communities have a tendency to present as 
diagnosed with tumors at a later phase of cancer. This disparity has been attributed to the 
fact that minority women lack adequate knowledge about early screening detection 
services for breast cancer (CDC, 2013). 
Lower screening participation amongst African American women are known to be 
the result of  barriers at the personal and system level that are inversely linked with the 
rate of breast cancer screening (Deavenport, Modeste, Marshak, & Neish, 2011). Personal 
barriers include psychological implications that hinder the choice to obtain 
mammography, while system barriers include difficulties in accessing health care 
facilities and the cost and affordability of breast screening by mammogram (Ahmed, Fort, 
Fair, Semenya, & Haber, 2009; Oh, Zhou, Kreps, & Rvu, 2012; van den Biggelaar, 
Kessels, van Engelshoven, & Flobbe, 2009).  
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Despite efforts to reduce prevailing disparities, limited information is available 
regarding differences in screening practices between various ethnic groups.  
African American women are known to have inexplicably higher incidence of breast 
cancer mortality than European American women, in spite of having a lower occurrence 
rate. Although screening rates are increasing for African American women, breast cancer 
is often diagnosed at late stages in this population, which limits the treatment options 
(ACS, 2013a). The goal of the present study is to understand prevailing barriers to breast 
cancer screening among African American women. Few studies have targeted African 
American women for breast cancer surveillance in an effort to reduce this health 
disparity.  
Furthermore, no studies have explored how personal barriers, stereotypes, 
socioeconomic status, culture, attitudes, and beliefs may influence the behavior of 
African American women in regard to preventive approaches to breast cancer. Without 
exploring the factors affecting breast cancer routine testing among African American 
women, breast cancer will continue to be a great contributory factor to mortality in this 
population. The findings of this study may contribute to interventions that increase access 
to screening programs that have the ability to detect tumors at early stages and hence 
reduce health disparities within the population. Phenomenological inquiry was used to 
explore the influence of personal barriers, stereotypes, socioeconomic status, culture, 
attitudes, and beliefs on the outlook of African American women in regard to breast 
cancer screening. 
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A phenomenological approach will be used for this study to better understand the 
individual professed barriers to breast cancer screening among African American women 
and why, breast cancer continues to be one of the principal bases of mortality in African-
American women. In the theoretical framework, the behavioral model of health services 
use will be described, and will be a guide for this study. 
Chapter 1 provides the barriers to breast cancer prevention among African 
American women, the research problem statement, purpose of the study, and the research 
questions. It also details the significance of the study and its implications for social 
change and the description of operational definitions, delimitations, assumptions, and 
limitations.  
Background 
Cancer is a deadly disease that affects large number of people per year in the 
United States (Lin & Plevritis, 2012). The majority of cancer cells ultimately become a 
lump, which is described as a tumor in an anatomical position with respect to the original 
location. Breast cancer starts in breast tissues comprised of lobules. A lump in the breast 
may be detected during routine screening prior to the development of symptoms, or after 
the development of symptoms, when a woman detects a lump. In most cases, masses 
observed on a mammogram are benign or noncancerous (i.e., not life threatening; ACS, 
2013a). However, for cancer cases that are suspected on the basis of breast imaging or 
clinical breast examination (CBE), microscopic examination of the mammary glands is 
essential for an ultimate conclusion and to understand the degree of invasion into healthy 
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tissue (ACS, 2013a). Early detection of this disease through screening and tests could be 
lifesaving (Kadivar et al., 2012). 
Breast cancer is the most prevailing of all the malignancies across the world and 
is distinguished by early inception and late diagnosis (ACS, 2013a). Accordingly, 
promoting awareness among women of the importance of screening is essential for 
decreasing the rate of mortality (Kadivar et al., 2012).  
Various risk factors are associated with breast cancer. For example, early onset of 
menarche, delivery of one’s first baby after the age of 30, and never having children are 
higher contributory factors to emergent breast cancer (ACS, 2009). Other risk factors for 
women include the inheritance of a single imperfect copy of any of the cancer suppressor 
genes, BRCA1 and BRCA2. Conversely, the production of cancerous cells is a 
multifaceted chain that takes place in several separate stages that typically involve a great 
number of genetic changes. In addition, there are other nongenetic influences on gene 
expression that are accountable for carcinogenesis which include hormone levels, and 
exposure to cancer causing substances or agent and tumor support agents. Nongenetic 
factors are not necessarily cancer producing agents. However, they enhance the chances 
of hereditary gene alterations that result in malignant cells (Katzung, Masters, & Trevor, 
2009). The BRCA-1, BRCA-2, p53, ATM (ataxia telangienctasia mutated), and HER-2/neu 
oncogenes are the major contributing genes for the development of breast cancer. The 
degree of amplification is an important factor in determining survival time of the patient 
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and the chances of cancer relapse; early detection prevents major loss (Cancer Research 
UK, 2013). 
Obesity has been associated with greater risk of breast cancer among 
postmenopausal African American women (Sarkissyan, Wu, & Vadgama, 2011). Obesity 
rates are higher among African American women in comparison to European American 
women (53% versus 37%, respectively; U.S Department of Health and Human Services 
[DHS], National Center for Health Statistics [NCHS], 2009). Additionally, lesser number 
of morbidly overweight women tend to participate in, and report, current mammography 
screening (NCHS, 2009). Obesity is likely to support faster and wider spread of cancer 
due to damaged cellular immunity (Sarkissyan et al., 2011). Hyperinsulinemia, which is 
prevalent in obese women, increases the level of leptin and insulin-like growth factor, 
which may promote mammary carcinogenesis. This is through a synergistic effect with 
estrogen that promotes angiogenesis in the epithelial cells of mammary glands (Cohen et 
al., 2008).  
According to the National Health Interview Survey (Swan et al., 2010), 67% of 
women in middle age reported to have participated in mammogram screening within the 
last 2 years. Breen, Gentlemen, and Schiller (2011) reported that mammography 
prevalence increased from 29% in 1987 to 70% in 2000. A slight decline of 3.4% was 
observed between 2000 and 2005, but this has gradually stabilized. Breen et al (2011) 
also reported that women who (a) have low levels of education—for example, less than a 
high school education, (b) do not have insurance coverage, or (c) have recently 
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immigrated to the United States, are known to have not participated in mammogram 
screening in the last 2 years. 
Women of low socioeconomic status are less than likely to have had a 
mammogram in the last 2 years as compared to affluent woman, and denial of 
mammography screening is observed more in poor women. Screening should be 
encouraged for this disadvantaged group of women, as they are known to have the lowest 
rates of mammographic screening (ACS, 2013a).  
From 1975 to 1990, breast cancer rates increased at the rate of 0.4% per year, 
while mortality rates declined by 34% from 1990 to 2010 (Howlader et al., 2013). The 
reduction in mortality occurred at a faster rate in women under 50 compared to women 
aged 50 and above (3.1% versus 1.9% per year, respectively). From 2001 to 2010, the 
incidence rate for African American women’s mortality declined slower than that for 
non-Hispanic European American women (1.6% versus 1.8%, respectively; (Howlader et 
al., 2013) and other ethnic communities (ACS, 2013a). The significant drop in breast 
cancer mortality rates for all groups is due to advancements in breast cancer treatment 
and timely discovery of cancer cells. However, from the 1980s, disparities in breast 
cancer mortality rates have been observed. In 2010, breast cancer mortality among 
African American women aged 45 to 64 years was 60% greater than for European 
American women (56.8 vs. 35.6 deaths per 100,000, respectively (Black Women’s Health 
Imperative, n.d.). This gap reflects the earlier uptake of diagnostic steps and higher 
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prevalence of mammography among European American women. In addition, differences 
have been observed in regard to access to new advances in treatment, such as tamoxifen. 
 Tamoxifen is used for the treatment of hormone-receptor-positive breast cancers, 
which are less prevalent among African American women. Few studies have addressed 
targeting African American women for breast cancer surveillance in efforts to reduce 
these health disparities (Smith et al., 2010). 
Although the prevalence of breast cancer is lesser in African American women in 
comparison to European American women, mortality rates are higher (van Ravesteyn et 
al., 2011).  
 In the analysis of a 5-year continued existence rate for European American 
women compared to African American women, the result showed a rate of 90% to 77% 
respectively (Black Women’s Health Imperative, n.d.). Various reasons for these 
disparities exist. For example, breast cancer is likely to appear at an earlier age in African 
American women and in a more advanced form. Reports reveal that African American 
women are two times more likely to develop the more aggressive form of breast cancer, 
called triple negative breast cancer (TNBC; Thompson et al., 2009). TNBC spreads and 
grows more rapidly than any other form of breast cancer, and the condition has less 
efficacious treatment options. In addition, African American breast cancer survivors 
show lower compliance rates with post treatment surveillance compared to European 
American women survivors (Thompson et al., 2009). African American women have 
thicker and more complex breast tissue, a very high predictor of breast cancer risk, and 
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this limits the sensitivity of breast screening through mammograms (Black Women’s 
Health Imperative, n.d.). Small tumors may remain undetected, and symptoms of breast 
cancer are absent in the early stages. 
 However, regular screening remains important for this group because breast 
cancer is treatable when detected early (Black Women’s Health Imperative, n.d.). The 
present study was carried out to understand the barriers to breast cancer screening 
experienced by African American women. 
Several studies have identified barriers to breast cancer screening and prevention 
among African American women. The most commonly identified barriers include lack of 
education (Gullatte et al., 2010; Breen et al., 2011), lack of awareness (Kadivar et al., 
2012), and inappropriate health insurance due to poverty (Hoffman et al., 2011. In 
addition, attending religious services and deriving comfort through prayers or reading 
Biblical scriptures is becoming more prevalent among African American breast cancer 
survivors, which contributes to poor adherence to post treatment regimes (Lynn, Yoo, & 
Levine, 2013). However, few of these studies have explored the problems in the 
perspective of the behavioral model of health services use (BMHSU) to understand the 
predisposing, enabling, and need-related factors of African American women. The 
present study uses the BMHSU framework to explore personal barriers to breast cancer 
screening among African American women. The study aims to advance interventions for 
enhancing the access of African American women to screening programs such as 
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mammography in order to detect tumors at earlier stages and reduce mortality associated 
with breast cancer. 
Problem Statement 
No studies have explored how personal barriers, stereotypes, socioeconomic 
status, culture, attitudes, and beliefs may influence the behavior of African American 
women in regard to preventive approaches to breast cancer. Without the research 
evidence to explain this phenomenon, targeted interventions may be ineffective 
(Summers et al., 2010).  
Breast cancer is a common cancer in women across the world (ACS, 2011; 
Heiney, 2014). Early detection enhances patient survival rates (Cancer Research UK, 
2010; Summers, Saltzstein, Blair, Tsukamoto, & Sadler, 2010). However, screening rates 
among African American women are low. Delays in accessing health care services result 
in breast cancers being detected at later stages. The reasons for such delays involve 
psychological and social factors (Heisey et al., 2011). Among African American women, 
personal barriers such as attitudes, beliefs, sociocultural background, and personality of 
the individual directly influence interpretation of symptoms, the decision to seek health 
care and social interactions to access support from allied health services (Viswanathan et 
al., 2009). Research that focuses on reducing breast cancer mortality amongst African 
American women should also include sociocultural investigations of barriers to screening 
and prevention (Summers et al., 2010). Breast cancer is one of the leading causes of 
mortality in African-American women (ACS, 2011; Summers et al., 2010). Breast cancer 
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prevention among African American women can be enhanced through improved 
awareness, surveillance, and follow-up health care for survivors (Thompson et al., 2009). 
However, no studies have focused on the perspectives of African American 
women regarding personal barriers, attitudes, and beliefs in regard to breast cancer and 
screening. Understanding barriers to breast cancer screening among African American 
women will help healthcare providers improve healthcare services for this population and 
address the issue of healthcare disparities among women.  
Purpose of the Study 
Barriers to breast cancer screening may be categorized as structural, clinical, or 
personal. Structural barriers include low socioeconomic status and inadequate 
accessibility to a high standard of care (Peek, Sayad, & Markwardt, 2008) or preventive 
health care services (Conway-Phillips & Million-Underwood, 2009). Clinical barriers 
arise once women do not get screened, either due to negative interactions with caregivers 
(Peek et al., 2008) or having received inadequate information from care providers 
regarding breast cancer screening (Conway-Phillips & Million Underwood, 2009). 
Personal barriers—such as a lack of knowledge about breast cancer or lack of trust in the 
healthcare system—are directly proportional to limited breast cancer awareness (Frisby, 
2012; Gullatte et al., 2010).  
According to Amanda Phipps, a postdoctoral fellow at the Fred Hutchinson 
Cancer Research Center, "Breast cancer is not just one disease. It is a complex 
combination of many diseases" (American Association of Cancer Research, 2011, para. 
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3). Breast cancer is a multifaceted condition consisting of divergent biological subtypes 
with dissimilar natural histories. Consequently, breast cancer presents as a wide-ranging 
spectrum of pathological, clinical, and molecular features with diverse therapeutic and 
prognostic propositions (Onitilo, Engel, Greenlee, & Mukesh, 2009). Breast cancer 
characteristically does not produce any symptoms at the initial stages, that is, when the 
tumor is minute and could be cured easily. Thus, screening is critical for early detection 
and successful treatment. 
In the United States, 1 in every 8 women is diagnosed with breast cancer (ACS, 
2013a) in 1970s; this ratio was 1 in 11. The increase in incidence has been attributed to 
changes in lifestyle, longer life expectancy, and changes in reproductive patterns, use of 
menopausal hormones, increased obesity, and increased detection through screening 
(ACS, 2013a). African American women under 40 are known to have much higher 
incidence rate of breast cancer than European American women and have higher risk of 
mortality rate (ACS, 2013a). 
Russell, Monahan, Wagle, and Champion (2006) reported that African American 
women with (a) relatively low-income, (b) awareness of breast cancer vulnerability, (c) 
the advantages of screening, and (d) the barriers to screening were stage-specific. 
Precontemplators (not planning to have a mammogram) displayed poor knowledge, the 
lowest apparent advantages, and maximum barrier scores, while contemplators (planning 
to have a mammogram) were apprehensive about finding a lump.  
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Among African American women, the decision to seek preventative screening for 
breast cancer is related to perceived risk, cultural beliefs, and other barriers. Recognized 
beliefs include fear of cancer detection, fear of doctors, and fear of treatment (Shigematsu 
et al., 2010). In addition, a fatalistic view persists among African American women about 
the predictability of demise once cancer is identified. Certain folk beliefs also prevail, 
such as the belief that breast cancer surgery causes the cancer to spread or that a lump is 
the result of a sore or bruise. Folk remedial measures (Sheppard et al., 2013), 
nontraditional cancer treatments (Yoo, Kreuter, Lai, & Fu, 2013), collectivism (Taylor et 
al., 2012; Tejeda et al., 2013), and social networks (McQueen, Kreuter, Kalesan, & 
Alcaraz, 2011; Swinney & Dobal, 2011; Zollinger et al., 2010) also play a role in the 
decision to seek preventative screening for breast cancer. 
The purpose of this research was to identify barriers to preventative screening for 
breast cancer among African American women. This study employed a qualitative 
phenomenological approach to explore the influence of personal barriers, stereotypes, 
socioeconomic status, culture, attitudes, and beliefs on the behavior of African American 
women in regard to breast cancer screening. The findings of this study may contribute to 
interventions that increase access to screening programs that can detect tumors at early 
stages and hence reduce health disparities within the population. 
Research Questions 
The following research question contains one central question and two sub-
questions.  
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RQ: What are the perceived barriers for breast cancer screening among African 
American Women? 
Sub-RQ1: How can awareness of breast cancer screening and prevention 
be promoted among African American women? 
Sub-RQ2: How does stereotype and culture influence African American 
women’s beliefs and behavior in regard to breast cancer screening and 
prevention? 
Theoretical Framework 
The theoretical framework for this study was the behavioral model of health 
services use BMHSU (Andersen, 1995). It was originally developed in the late 1960s to 
aid in understanding how and why families use health services. Andersen’s behavioral 
model of utilization is among the most commonly used frameworks for evaluating issues 
linked with patients’ use of wellness services. Health care utilization is the point at which 
the patient’s needs are compared to the expertise of the healthcare providers and the 
available resources in the health systems. Health care utilization is strongly based on the 
composition of the health care system, and patient’s needs and is supply-induced.  
According to the model, the decision of an individual to use health care services is 
determined, at least in part, by predisposing, enabling, and need-related factors 
(Andersen, 1995; Manski et al., 2013). 
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Predisposing Factors 
Factors that predispose an individual to the use of medical services include (a) 
biological imperatives, for example,  a person’s age and sex, (b)social factors such as 
occupation, education, family status, ethnicity, and (c)mental factors and beliefs which 
include a person’s values, attitudes, and their knowledge about health services (Babitsch, 
Gohl, & von Lengerke, 2012, p. 7). Other factors include cultural values, political views, 
the social composition and demographics of the community, and the organizational 
values upheld by the society (Babitsch et al., 2012). 
Enabling Factors  
The use of services depends on organizational as well as fiscal factors. These two 
factors create an enabling environment for the use of service. A person’s disposable 
income and wealth status determine their ability to meet their health costs (Summers et 
al., 2010). At the same time, the ability of an individual to meet the price of healthcare is 
determined by the cost-sharing agreement between an individual and their insurance 
companies (Babitsch et al., 2012). Organizational factors include travel time to the health 
facility, means of transportation, and the waiting time at the hospital before one gets 
treated (Andersen, 1995).  Hence, these factors determine whether an individual has 
access to a constant source of care and the characteristics of that source. Contextually, 
financing for health services is determined by the factors that are available within the 
reach of the community These factors include, but are not limited to, per capita income, 
prices for goods and services, wealth status, individual health insurance coverage, 
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methods used by insurance, providers in compensation, and health care expenditures 
(Babitsch et al., 2012). At this level, the term organization refers to the structures, 
quantity, distribution, locations, and types of health services facilities. It also refers to the 
provider mix, quality management oversight, hospital personnel, physician and hospital 
density, office hours for consultations, and outreach and educational programs. 
Need factors 
At the individual level, Andersen tries to differentiate between the evaluated and 
the perceived need for health services (Andersen, 1995). The evaluated need refers to 
how people view and determine their own general health, sickness symptoms, and their 
ordinary functional states. The evaluated need is the attending physician’s professional 
assessment, the objective, and subjective measurements of patients’ health status, and 
need for medical care. At the contextual level, need factors help in differentiating 
between population health and environmental factors. Environmental characteristics such 
as crime-related, traffic, and occupational injuries resulting in death reflect the health-
related conditions of the environment. Population health indices measure the community 
health status though factors such as the rate of disability, morbidity, and mortality 
(Babitsch et al., 2012). However, even to this day, no studies have been conducted to 
examine the views of African American women on the influence of beliefs, culture, 
stereotypes and personal barriers, attitudes, and socioeconomic status on breast cancer 
screening. This study delves into these issues using a phenomenological method to 
identify hindrances to breast cancer screening among African American women. 
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 Nature of the Study 
This study used a qualitative approach to explore the perspectives of African 
American women regarding the influence of personal barriers, stereotypes, 
socioeconomic status, culture, attitudes, and beliefs about breast cancer screening. 
Fourteen African American women made up the sample in an effort to better understand 
their attitudes and behaviors in regard to breast cancer screening. The theoretical 
framework for this study was the BMHSU (Andersen, 1995). The model was originally 
developed in the late 1960s to increase understanding of why families use health services 
(Andersen, 1995, p-1). The BMHSU asserted that the use of health care services by a 
person is partly determined by predisposing, enabling, and need factors (Manski et al., 
2013).  
Definitions 
African American: People having origin in any of the Black racial groups of the 
United States, Africa or other parts of the world. 
Breast Cancer: Cancer that forms in lobules (glands that make milk), and the  
ducts (tubes that carry milk to the nipple). It occurs usually in women with rare in men 
(NCI, 2013) 
Breast Self Examination (BSE): A self examination of a woman’s breasts to check 
for lumps and other changes (ACS, 2013a). 
Cancer: Cancer is a deadly disease that affects over one million people per year in 
the United States when untreated ultimately can cause death (Lin & Plevritis, 2012). 
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Clinical Breast Examination (CBE): A physical examination of the breast performed by a 
healthcare provider to check for lumps and other changes (ACS, 2013a). 
Ducts: Breast tubules that carry milk to the nipples (NCI, 2013). 
Early Detection: Timely discovery of cancer cells which could promote increased 
survival rate. Evidence implies that early detection reduces the likelihood of higher 
mortality from cancer (Kadivar et al., 2012). 
Ethnic Group (Ethnicity): A representative of a number of people who identify 
with each other through a familiar inheritance, including a general language and 
traditions (Komenaka et al., 2010). 
Health Behavior: Individual’s characteristic such as values, attitude, objective, 
values, and awareness, emotional states and traits that contribute to health choices 
(Ahmadian, & Samah, 2013). 
Health Disparities: Variation in the occurrence, frequency, mortality, and other 
unfavorable health issues those are present within a particular population (Hoffman et al., 
2011; Komenaka et al., 2010). 
Interpretative phenomenology approach (IPA): One of the six essential types of 
phenomenology approach. A phenomenology provides a deep understanding of a 
phenomenon as experienced by several individuals” (Creswell, 2007, p. 62) 
Mammography: Picture of the breast through an X-ray or film typically for 
detection of tumors (van Ravesteyn et al., 2011). 
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Minority Groups: Division of group of the people that consist of less than 50% of 
the population (Hoffman et al., 2011). 
Assumptions 
The assumptions associated with this study included the following: (a) study 
procedures were adequate to achieve accurate data from the sample population, (b) 
participants would be honest and accurate (c) the sample was assumed to be 
representative of African American women.  
Scope 
 In this study the sample was comprised of 14 African American women living in 
an urban East Coast region. Interviews were used to gather information in order to 
understand African American women’s professed personal barriers, stereotype, socio-
economic status, culture, attitudes, beliefs, and how these factors influenced breast cancer 
screening. 
Delimitations 
This study centered on the fact that only African American women from a 
community in a local church in an urban East Coast region were purposeful sampled and 
interviewed. 
Limitations 
Purposeful sampling method was the method of choice for this study. However, 
using this method limited the extent of generalizability since the sample of African 
American women from a local religious center may not necessarily represent the general 
population of African American women. The data are personal and thus may bear little 
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relationship to the views of others. In addition, confidence about individual reports as the 
principal means of data collection was another limitation. I can only presume that 
participants responded to interview questions accurately and truthfully. Despite the 
disadvantages of self-report, it has an advantage: Self-report gave the researcher the 
respondents’ own view directly. In addition, advantages such as convenience, cost-
effectiveness, and participants answering the exact same questions makes self-report a 
reliable source of data collection. 
Significance 
 The current study aims to help identify the obstacles to preventative breast cancer 
screening for African American women. The identification of these barriers may help 
improve their positive screening behaviors. Because early screening means better 
outcomes, especially for these women who tend to develop the more aggressive types of 
cancer, lives may thereby be saved. Positive social change may result when African 
American women understand the barriers to breast cancer prevention and seek to change 
their own breast cancer screening practices. Healthcare providers should also focus on 
promoting awareness on the availability and accessibility of breast cancer prevention 
resources among African American women hence reducing breast cancer disparities. 
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Summary 
The relative frequency of deaths by breast cancer among African American 
women is significant. However, African American women often get breast cancer 
diagnosis at an advanced phase, which reduces survival outcomes. In addition, the cancer 
most often detected in this group of women is TNBC, an aggressive cancer that is 
difficult to treat. The situation for African American women is further compromised by 
low screening rates due to various limitations among this population. Awareness of the 
barriers that prevent African American women from adopting screening behaviors may 
contribute to improved screening rates for breast cancer, earlier detection, and better 
survival outcomes for African American women. 
Chapter 2 includes a review of literature from peer-reviewed journals published 
within the last 5 years. The review includes an overview of studies focused on the 
differential barriers to health and health care facilities that prevent African American 
women from obtaining timely screening and diagnoses for breast cancer. This chapter 
explored the methods and procedures for studying African American women’s professed 
personal barriers, stereotype, socioeconomic status, culture, attitudes, beliefs, and how 
these factors may influence breast cancer screening. Chapter 3 of this study provides a 
justification for the selected research design, methodology, instrumentation, participants, 
and methods for data analysis, as well as a discussion of measures of validity and 
reliability. Chapter 4 covers the results of pilot study, setting, demographics of 
participants, the data analysis and results Finally, Chapter 5 covers results of pilot study, 
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setting, demographics of participants, the data analysis and results Finally, Chapter 5 of 
this dissertation will offer a discussion based on the results as well as relative conclusions 
and recommendations.  
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Chapter 2: Literature Review 
Breast cancer occurs in the tissues of the breast. The major category of breast 
cancer is ductal carcinoma (ACS, 2013a; ACS, 2015). This cancer originates in the inside 
layer of the milk ducts, which are responsible for carrying milk from the lobules of the 
breast (the milk glands) to the nipples. Another form of breast cancer is lobular 
carcinoma, which commences in the lobules. Invasive breast cancer is a kind of breast 
cancer that spreads from its site of origin to adjoining, noncancerous tissues (Mousavi, 
Försti, Sundquist, & Hemminki, 2013).  Breast cancer occurs predominantly in females 
(National Institutes of Health, National Cancer Institute [NCI], 2013).  
Breast cancer is far-reaching in women across the world. The condition is all the 
more devastating for African American women as they face various screening barriers. 
Screening is significant for prompt breast cancer diagnosis, which improves survival 
outcomes over diagnosis at an advanced stage of the disease. Thus, increasing breast 
cancer screening opportunities for African American women is critical for improving 
survival rates among this population (NCI, 2013). This chapter presents a review of the 
relevant literature in order to provide a contextual background for the present study, a 
study that aims to identify the barriers prevalent among African American women that 
prevent them from getting breast cancer screening. 
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In this chapter, the literature search strategies that were used, the major themes 
found in the literature and a justification for the selected research methodology are 
described. 
Search Strategy 
The present study focuses on the differential barriers to health and health care 
facilities that prevent African American women from obtaining timely screening and 
diagnoses for breast cancer. PubMed and MEDLINE databases were searched using the 
following terms and phrases in various combinations: barriers to breast cancer 
screening, African American women, stage at diagnosis, mammography, spirituality, 
cultural barriers, poverty, social injustice, disparity, underserved, survival and mortality 
due to breast cancer, and socioeconomic status. Search results were limited to articles 
published between 2009 and 2014. Approximately 100 articles were identified as relevant 
to breast cancer screening barriers among African American women, with 84 of them 
forming part of the reference list. 
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Breast Cancer 
Malignant tumors, if not controlled, can lead to death. Accordingly, timely care 
and management of cancer is critical to survival (ACS, 2013a; NCI, 2013). Numerous 
external and internal factors are responsible for the promotion and proliferation of cancer 
cells. External factors such as tobacco consumption, infectious organisms, exposure to 
chemicals and radiation, and poor nutrition may induce the uncontrolled propagation of 
cancerous cells. On the other hand, various internal features that lead to the development 
of cancer include genetic mutation, metabolic and hormonal alterations, and immune 
status (ACS, 2013a). These factors may function alone or in conjunction with a 
combination of other factors to initiate the proliferation of cancer.  
The incubation period, which is the time between exposure to external factors and 
detection of cancer, may last as long as 10 years (ACS, 2013a). Surgery, chemotherapy, 
radiation therapy, hormone therapy, targeted therapy, and biologic therapy are the most 
common cancer treatments (ACS, 2013b). 
According to the National Cancer Institute (NCI, 2008), disparities in cancer 
health can be defined as:  
Adverse differences in cancer incidence (new cases), cancer prevalence (all 
 existing cases), cancer death (mortality), cancer survivorship, and burden of 
 cancer or related health conditions that exist among specific population groups in 
 the United States (p. 1) 
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These population groups can be categorized on the basis of age, ethnicity, 
disability, and gender, level of education, geographic location, race, or income For 
example; individuals with low incomes are often deprived of health benefits and 
insurance and are medically underserved. Ethnicity and racial background also contribute 
to disparities, including a greater burden of cancer compared to the general population 
(NCI, 2008).  
Among racial and cultural groups in the United States, African Americans have 
the highest mortality rates and shortest survival periods for most cancers. In 2009, the 
percentage of mortalities due to cancer among African American was 7% compared to 
4% for European American (ACS, 2013b). This situation is largely due to social and 
economic disparities. Inequalities in work, income, wealth, education, living standards, 
and housing serve as barriers to the prevention of cancer and its early detection and 
treatment (ACS, 2013b).  
Most cancer cells eventually become a lump or a mass of cells called a tumor. 
Breast cancer originate in the breast tissue, which is comprised of the glands, or lobules, 
that produce milk, the ducts that joins the lobules to the nipple, and connective, fatty, and 
lymphatic tissues (ACS, 2013a). Breast cancer can be detected during screening 
examinations well before the development of symptoms. 
A mammogram detects masses or lumps in the breast and categorizes them as 
cancerous or noncancerous (Khaliq, Visvanathan, Landis, & Wright, 2013). Early 
detection is beneficial for the prevention of mortality due to breast cancer. When breast 
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cancer is suspected on the basis of a mammogram report, CBE, or breast imaging, 
samples of breast tissue are examined using microscopic analysis in order to establish a 
definitive diagnosis, verify the extent of the spread of cancerous cells, and characterize 
the pattern of the disease (ACS, 2013a; Khaliq et al., 2013) Awareness of the importance 
of BSE and CBE during routine visits to wellness facilities plays a vital role in breast 
cancer screening (ACS, 2013a). 
Women with no family history of breast cancer are less likely to develop breast 
cancer compared to women having affected first-degree relatives which includes ones 
parent, sibling, or child (Zhang et al., 2012). This risk is increased when the first-degree 
relative is younger than 50 years of age. The chances increase further with a greater 
number of first-degree relatives that have been diagnosed with breast cancer (Zhang et 
al., 2012). Research shows that screening mammography for women between 39 and 69 
years of age reduces breast cancer mortality (Nelson et al., 2009). Mammography and 
CBE play a vital role in breast cancer detection for susceptible populations of women. 
For women with a familial risk of breast cancer, regular mammograms, CBE, or BSE are 
recommended for those under 50 (Zhang et al., 2012).  
In some cases, risk of breast cancer may not be related to family history. 64% of 
women aged 40 to 49 who were diagnosed with invasive breast cancer denied family 
history of breast cancer compared to 63% who had a history of breast cancer in their 
family (BreastCancer.org, 2011). These findings imply that family history may not be a 
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contributory factor for breast cancer among younger women. Nevertheless, the general 
consensus is that woman between the ages of 40 and 50 years should have regular breast 
 exams (BreastCancer.org, 2011). 
Breast cancer is considered the most prevalent non-skin cancer in females and has 
emerged as the second leading cause of mortality among women in United States (ACS, 
2011; Jemal et al., 2010). Although immense progress has been made in screening 
procedures and mammography practices for the general population, lesser screening rates 
are seen in various female subgroups (ACS, 2011; CDC, 2013). Breast cancer is 
predominantly burdensome for African American women (ACS, 2011). Statistics from 
2007 to 2009 revealed that the lifetime probability of developing invasive breast cancer 
was lower for African American women (10.87%, or 1 in 9) compared to 12.73% (1 in 8) 
for European American women (ACS, 2011). On the other hand, 3.25% (1 in 31) of 
African American women die of breast cancer compared to 2.73% (1 in 37) of European 
American women. Thus, while European American women develop cancer at higher 
rates than African American women, the mortality rate is higher in the latter group.  
Disparities in incidence versus mortality rates suggest the existence of preventive 
factors that diminish breast cancer mortality rates for European American, but not 
African American, women (Sail, Franzini, Lairson, & Du, 2012).  
African American women are predisposed to be diagnosed with more advanced 
stages of breast cancer compared to European American women, which is a leading cause 
of breast cancer mortality (Sail et al.; 2012). Batina et al. (2013) looked at racial 
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differences in tumor natural history to determine whether that played a role in survival 
rates 
The authors reported that mean tumor growth rates were 63.3% faster for African 
Americans compared to European Americans. Moreover, the tumors were found to be 
more aggressive, metastasizing at a rate that was 2.2 times higher in African Americans 
compared to European Americans. Based on these findings, Batina et al. (2013) 
emphasized the importance of increased access to mammography for the prevention and 
early detection of breast cancer to eliminate prevailing breast cancer disparities. 
Suggestions that minority women are not well informed or possess inadequate knowledge 
about the early screening of detection services for breast cancer have been put forward to 
explain these health disparities (CDC, 2013). The ACS has guidelines, based on a 
woman’s age, for the early diagnosis of breast cancer that includes mammography, CBE, 
and magnetic resonance imaging (MRI) (ACS, 2013a). 
Breast Cancer Screening  
The three primary means of breast cancer screening are mammography, CBE, and 
BSE (CDC, 2013). The American Cancer Society advocates for yearly mammograms for 
women aged 40 years and above and breast examinations every 3 years for women 
between the ages of 20 and 30 years.  
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Generating awareness in women about the benefits of breast screening is 
particularly important; any changes related to health and breast feel must be reported 
(ACS, 2013a). Lower screening rates among African American women have been 
attributed to barriers at the personal and system level that are inversely associated with 
the rate of breast cancer screening (Deavenport et al., 2011). Personal barriers include 
psychological implications that hinder the choice to obtain mammography, while system 
barriers include difficulties in accessing health care facilities and the cost and 
affordability of breast screening by mammogram (Ahmed et al., 2009).  
Preventive habits, such as mammography, BSE, and CBE, should be promoted as 
part of every woman's lifestyle. The ACS (2013a) formulated breast cancer screening 
guidelines for women belonging to different age groups on the basis that early 
intervention and diagnosis enhance survival rates and therefore must be promoted. 
Essentially, African American women must know the risk factors associated with breast 
cancer and the diagnosis procedure, including appropriate screening tools for detection. 
Hughes (2013) noted that the majority of women lack sufficient knowledge about 
the threat of breast cancer. European American women have the tendency to 
hold in too great esteem their risk of breast cancer, which becomes a cause of anxiety, 
while African American women tend to underrate their risk and, therefore, underutilize 
available screening resources Overall, 90.6% women in general do not have adequate 
knowledge of their own breast cancer risk. In her article, Hughes quoted Dr. Jonathan 
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Herman as saying, "Our education messaging is far off and we should change the way 
breast cancer awareness is presented" (para. 3). 
Hughes (2013) reported on an unpublished survey of African Americans 
involving questions related to ethnicity, religious, education, affiliation, income, marital 
status, health insurance, and personal risk issues such as age during first menstrual cycle, 
age of first delivery (of a child), family and individual history of breast cancer.  
The projected risk of breast cancer at age 90 years was determined and compared 
to subjects’ own estimates of their risk. Results from the sample of 781 African 
Americans showed that only 8.7% of respondents accurately assessed their risk. In 
contrast, 57.6% of the participants underrated their risk and 33.7% overrated their risk 
(Hughes, 2013). Furthermore, 4 out of 10 women had never discussed their risk for breast 
cancer with their physician. The findings were summarized by an excerpt the Hughes 
(2013) study: 
Patients must have a better understanding of their personal risk. Study findings 
should help refocus educational efforts because increased knowledge of breast 
cancer risk will enable providers to tailor an individual's medical treatment plan 
Women should be aware of their breast cancer risk number, just as they know 
their blood pressure, cholesterol and BMI numbers. (para. 10) 
 
 
31 
 
Statistics obtained from the ACS (2013a) reveal that African American women 
suffer significantly more mortality as a result of breast cancer than European American 
women, even though the occurrence of breast cancer is higher in European American 
women. Moreover, the gap continues to widen (Howlader et al., 2013). Five-year, cause-
specific breast cancer survival rates from 2003 to 2009 reveal that African American 
women have the lowest rates compared to other groups (ACS, 2013a). Low rates of 
cancer screening contribute to higher breast cancer mortality rates among African 
American women. Mortality may possibly be reduced if screening recommendations 
were utilized more efficiently.  
As African American women are more likely to present with later-stage breast 
cancer, understanding the factors that contribute to delayed detection of breast cancer is 
important. Studies have shown that a 3-month delay in diagnosis of breast cancer is 
linked with increased mortality (Gullatte et al., 2010).  
Early detection is important for minimizing mortality from breast cancer. If 
detected at an early stage, breast cancer can be controlled and treated (Sabatino et al., 
2012). The U.S Preventive Services Task Force (2009) recommends mammography for 
breast cancer screening. Although screening has improved the detection of cancers, rates 
are suboptimal; 25%-30% of women in the recommended age groups have not had a 
recent mammogram (CDC, 2012; NCHS, 2010). The rates for regular screening 
examinations are lower (Rakowski, Wyn, Breen, Meissner, & Clark, 2010) and have not 
increased in recent years (Swan et al., 2010). Moreover, disparities in screening rates  
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exist for underserved communities, particularly individuals with low income, low 
socioeconomic status, no health insurance, and no source of care (CDC, 2012; Swan et 
al., 2010). 
Numerous cognitive and psychosocial factors are associated with breast cancer 
screening. Accordingly, behavioral interventions have been designed to promote 
screening among women and minimize the number of advanced stage tumors. 
Nevertheless, barriers to breast cancer screening are related to age, income, culture, 
education, knowledge, language barriers, occupation, and immigration condition 
(Ahmadian & Samah, 2013).  
Effective programs should incorporate participation from the community, 
utilization of social networks and trusted social organizations, and consider cultural 
competence in order to reduce disparities in cancer morbidity and mortality among 
African American women and other ethnic groups (Ahmadian & Samah, 2013). 
Numerous barriers impede African American women from undergoing breast cancer 
screening to safeguard themselves, improve their lifestyle, and enhance their chances of 
survival (Deavenport et al., 2011; Todd & Stuifbergen, 2012; Young, Schwartz, & 
Booza, 2011) Cognitive efforts by communities and physicians are required to eliminate 
prevailing barriers and provide underserved African American women with opportunities 
for breast cancer screening (Sabatino et al.; 2012; Todd & Stuifbergen, 2012). 
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Conceptual Foundation 
An appropriate conceptual foundation for this study is one that elucidates the way 
health endorsement is conceptualized and promotes the sharing of thoughts, language, 
and concepts between practitioners and researchers (Pasick & Burke, 2008). The 
theoretical foundation should propose determinants of behavioral change that can be 
assessed and provide a means for classifying the target population. The theoretical 
foundation influences the choice of intercession, predicts the expected outcomes of the 
intervention, suggests elements that may influence the results, and suggests strategies for 
improving outcomes (Pasick & Burke, 2008). The selection of a framework for an 
intervention is related to the number of behavioral factors, the target population, and the 
study environment. Theories and models represent useful tools for the development of 
intervention programs for health promotion (Pasick & Burke, 2008).  
An appropriate theoretical foundation for this study is one that elucidates the way 
health endorsement is conceptualized and promotes the sharing of thoughts, language, 
and concepts between practitioners and researchers (Pasick & Burke, 2008). The 
theoretical foundation should propose determinants of behavioral change that can be 
assessed and provide a means for classifying the target population.  
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The conceptual foundation influences the choice of intercession, predicts the 
expected outcomes of the intervention, suggests elements that may influence the results, 
and suggests strategies for improving outcomes (Pasick & Burke, 2008). The selection of 
a framework for an intervention is related to the number of behavioral factors, the target 
population, and the study environment.  
Many breast cancer intervention plans have been developed to improve screening 
adherence, informed by various sociocognitive theories of health. The most often-used 
theories in regard to promotion of mammography screening are: the health belief model 
(Hochbaum, 1958; Rosenstock, 1960), transtheoretical model (Prochaska, 1991; 
Prochaska, Redding, Harlow, Rossi, & Velcier, 1994), the theory of planned behavior 
(Ajzen, Brown, & Carvajal, 2004), social cognitive theory (Bandura & Adams, 1977), 
social support theory (House, Umberson, & Landis, 1998) and the PRECEDE-
PROCEED model (Green & Kreuter, 2005). According to Ahmadian and Samah (2013), 
the health belief model is most closely associated with breast cancer screening behaviors 
as this theoretical model takes into account interactions between benefits and barriers that 
play a vital role in health seeking behavior.  
The theoretical framework for this study is the BMHSU (Andersen, 1995). This 
model was developed in the late 1960s to enhance understanding how and why families 
use health services (Andersen, 1995). The model posits that the use of health services by 
an individual is partly determined by predisposing, enabling, and need-related factors 
(Manski et al., 2013). 
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 The model proposed the use of health services against some illnesses, assessment 
of individual’s health behavior, and health service utilization. Andersen’s frame work 
determined that healthcare is influenced by the individual’s predisposition to seek 
services, factors that promote the use of service, the need for medical attention, and 
environmental (Andersen, 1995). The dependent variables are customer satisfaction with 
healthcare use and various dimensions of healthcare utilization (Andersen, 1995). The 
health behavior model defines actual use of health services as the dependent variables or 
health outcome. The dependent variables could measure purpose of visit, the type of 
service sought, site at which service was, and the time interval between last visits 
(Andersen. 1995). In later model (Andersen, 2008), the health outcome variables 
incorporated consumer satisfaction, which was intended to examine the rising health care 
cost and the subsequent need to substantiate the continuing existence of certain health 
care centers. Availability of service, convenience, financial options, quality of service, 
and provider characteristics were treated as indicators of consumer satisfaction 
(Andersen, 1995). 
Key Variables and Concepts 
African American women are diagnosed at later stages of breast cancer and lesser 
5-year survival rates are noted when compared to European American women (ACS, 
2011). Breast cancer is emerging as an increasingly critical public health concern among 
African.  
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American women, Ability of culturally-effective interventions to improve 
screening rates and reduce mortality depend on obtaining accurate information about 
barriers to screening in this population (ACS, 2011; Cancer Research UK, 2010). The 
ACS screening guidelines suggest that women aged 40 years and above with average risk 
for breast cancer should have yearly mammograms, and there is no specific upper age 
limit when breast screening through mammography should be terminated. Women aged 
20 years and above should undergo a three-stage test procedure, namely BSE, CBE, and 
mammography (ACS, 2013c). First, BSE should be performed on a regular basis, and 
women should be aware of the advantages and limitations of BSE. New breast symptoms 
should be reported to a health care professional. Next women between the ages of 20 and 
30 years should undergo periodic CBE, at least once every 3 years, while women over 
age 40 should receive at least one CBE every year (ACS, 2013c).  
Physicians and the health care systems play an important role in facilitating 
individual’s participation in cancer screening and also in providing valuable care. 
Targeted intervention strategies must be devised to improve cancer screening rates (ACS, 
2013c). 
Young et al. (2011) studied 178 African American women, aged 40 years and 
above, who resided in high cancer-risk areas and identified personal, structural and 
clinical barriers to obtaining mammograms.   
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Limiting barriers to mammograms included the level of education of the patient 
and communication skills, individual barriers included lack of knowledge and trust, and 
structural barriers included lack of insurance, care providers and facilities (Young et al.; 
2011). Efforts by medical practitioners to minimize medical barriers to mammography 
screening in African American women should focus on increased and improved 
communication between physician and patient and education related to breast cancer 
knowledge to address fears around mammography (Young, Schwartz, & Booza, 2011). 
Hardin (2012) found that over 40% of fears related to mammography were 
associated with anxiety related to the outcome. Over 30% of fears related to 
mammography were in regard to pain and getting retested. Other fears included exposure 
of the body, monetary factors, radiation, and lack of or limited knowledge about the 
procedure. 
Gierisch et al. (2009) reported that the foremost reasons for underutilization of 
mammography were cost and distance and Cardarelli et al. (2013) identified economic 
and structural barriers associated with breast cancer screening. The fee for mammography 
is one of the leading factors that contribute to low rates of breast cancer screening 
through mammography. Poor awareness, lack of mammography sites, and lack of 
transportation to mammography sites are other barriers to mammography screening. 
Studies have also shown that decreased barriers are associated with increased benefits 
that are directly related to enhance screening  
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Ahmadian and Samah (2011), in a survey of Iranian women, found that high 
levels of distress are associated with nonadherence to mammography screening 
guidelines. Cancer screening behaviors directly influence prevention of breast cancer, 
timely detection, incidence rates, diagnosis, and treatment and after treatment effect, life 
value, and survival for African American women. Three major types of cancer screening 
behaviors have been identified: (a) poverty and low socioeconomic status, (b) social 
injustice, and (c) culture (Conway-Phillips & Janusek, 2014; Conway-Phillips & Millon-
Underwood, 2009). These will be discussed in the following sections 
Barriers Associated with Poverty and Low Socioeconomic Status 
Poverty is the primary social factor involved in health disparities. Poverty directly 
correlates with low socioeconomic status and is related to the reduced rates of breast 
cancer screening among these populations. (U.S. Department of Education, National 
Center for Educational Statistics, 2008). Socioeconomic status is the combined total 
measure of the economic and social position of an individual or family in relation to 
others. The measure includes income, education, and occupation (U.S. Department of 
Education, National Center for Educational Statistics, 2008). 
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Low screening rates may result in higher incidences of late-stage diagnosis. Such 
cases receive inadequate treatment, which is followed by higher mortality rates (Ahmed, 
Winter, Albatineh, & Haber, 2012). As most African Americans live in conditions of 
poverty, this factor has emerged as the chief barrier to breast cancer screening behavior. 
Financial issues influence access to health care through factors such as insurance status, 
transportation to screening sites, loss of job-related income (taking unpaid time off to 
attend screening sites), and child care (Ahmed et al., 2012). These factors affect African 
Americans disproportionately since more African Americans live in poverty compared to 
European Americans (Ahmed et al., 2012). 
Lack of Primary Care 
Lack of a primary care physician also serves as a barrier to breast cancer 
screening and follow up. Poverty prevents women from having a regular care provider 
who can provide CBE and mammography referrals. (ACS, Cancer Action Network, 
2009). Studies reveal that individuals that have regular preferred and trusted care 
provider are two times as likely to undergo mammography screening in comparison with 
women without a primary care provider, and those who visit for mammography are more 
likely to revisit. Due to poverty, African American women remain underserved and fail to 
draw benefits from access to primary care (ACS, Cancer Action Network, 2009). 
Geographical Distribution of Care Facilities  
African Americans tend to live in geographical areas that lack physicians and 
clinics, which make breast cancer screening, diagnosis, and treatment more difficult 
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(Todd & Stuifbergen, 2012). An African American woman who wishes to be screened for 
breast cancer may be required to travel lengthy distances with extended waiting times. 
Elongated travel time, civic transportation hassles, and scheduling procedures at awkward 
hours have been described as chief factors that prevent breast cancer healthy behaviors 
among African American women (Todd & Stuifbergen, 2012). 
Competing Priorities 
Poverty prevents African American women from setting priorities for health and 
taking steps to prevent breast cancer through screening activities. African American 
women have more demanding survival requirements that encompass food, clothing, 
shelter, and safety (Hatcher-Keller, Rayens, Dignan, Schoenberg, & Allison 2013). In 
addition, many African American women work on an hourly basis and do not get paid for 
time off to attend breast cancer screening facilities. Having to focus more attention on 
safety and survival, African American women may not be able to devote sufficient 
attention to breast cancer screening as they are focusing more on primary needs (Hatcher-
Keller et al., 2013; Rahman et al., 2009). 
Comorbidity 
  Comorbidity explains racial disparities that prevail in breast cancer treatment and 
mortality. Conditions of comorbidity include hypertension, cardiovascular disease, 
diabetes, and respiratory disease, which are more rampant among African American 
women than in European American women. Poor patients are unable to adhere to 
treatment and post-treatment regimes and, in the case of multiple comorbidities, it 
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becomes difficult for African American women to pay attention to any one particular 
disease condition (Simonds, Colditz, Rudd, & Sequest, 2011). 
Health insurance 
Inappropriate health insurance due to poverty is a factor in racial health 
disparities. Low wages force African American women to either remain uninsured or to 
use public insurance such as Medicaid. Uninsured and underinsured women are usually 
reluctant to opt for breast cancer screening and, as a result, they are more likely to present 
with late stage detection of breast cancer (Hoffman et al., 2011). 
, Privately insured women present at earlier stages compared to publicly insured 
women, and publicly insured women present at earlier stages than uninsured women 
(Hoffman et al., 2011; Komenaka et al., 2010). 
Lack of Knowledge and Information 
  A poor financial situation is directly proportional to poor education and 
understanding about breast cancer screening and the importance of early detection and 
treatment. Compared to European Americans, African Americans are less likely to 
understand the guidelines and recommendations of the ACS. Poverty also contributes to 
poor dietary habits among African Americans. They consume more fats and fewer fruits 
and vegetables (Sheppard et al., 2013). 
Risk-promoting lifestyles 
  Poverty is related to high-risk lifestyles that include poor nutrition, lack or 
inadequate physical activity, and postmenopausal obesity, which are predisposing factors 
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for breast cancer. African American women are more prone to be obese as they eat a 
high-fat diet and few fruits and vegetables (Gehlert & Coleman, 2010). African American 
residential areas are devoid of open spaces, parks, and sidewalks, so they have few 
chances to exercise (Gehlert & Coleman, 2010; Menashe, Anderson, Jatoi, & Rosenberg, 
2009). Moreover, African American women residing in urban areas experience increased 
risks in terms of safety, which contributes to a risk-promoting lifestyle as the safety 
issues prevent them from participating in outdoor physical exercises. 
Provider and System-level Factors 
  Poverty among African American women has a negative impact on the behavior 
and attitude of health care providers and access to health services (Conway-Phillips & 
Janusek, 2014). 
 Physicians who are less qualified are more likely to serve communities of low 
socioeconomic status, which lowers the probability of asking African American women 
to participate in breast cancer screening procedures such as mammography (Alexandraki 
& Mooradian, 2010).  
Barriers Related to Culture 
 Cultural factors promote cultural and racial disparities in breast cancer screening, 
detection, treatment, adherence to treatment regimens, and mortality. Cultural beliefs 
about breast cancer and sharing among African Americans play a vital role in breast 
cancer screening behaviors (Conway-Phillips & Janusek, 2014).   
Perceived Susceptibility to Breast Cancer 
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  African American women tend to consider their normal selves to be at low risk 
for developing breast cancer and therefore do not feel the need for mammograms. This 
low risk perception and participation in screening results in delays in seeking treatment 
for breast cancer. In addition, cultural norms prevent African American women from 
discussing breast cancer and thus diminish the salience of breast cancer screening 
(Umezawa et al., 2012).  
Cultural convictions and thoughts 
 European American and African American women possess different viewpoint 
about breast cancer.  
 African American women are of the opinion that a small, non-painful lump in the 
breast may not be cancerous and that BSE is the best method for early onset detection of 
breast cancer. Moreover, there persists a culture-specific apprehension linked to breast 
cancer (Breast Care Site, 2009; Kingsley, 2010). Fears related to emotional distress, 
uneasiness, embarrassment, and radiation contribute to low rates of screening by 
mammography. These apprehensions may lead to delayed breast cancer detection. 
African American women have low confidence in Western medicine and believe that 
cutting into cancerous breast tissue may expose it to air and promote its spread (Adams et 
al., 2009; Breast Care Site, 2009; Kingsley, 2010). 
Medical Mistrust 
  African American women lack trust in the western system of medicine. They are 
rigid about their decisions to seek medical attention and interactions with health care 
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providers (Greer-Williams et al., 2014; Masi & Gehlert, 2009). For example, the medical 
mistrust that the Tuskegee syphilis tragedy caused continues to affect African Americans 
in their decision to accept medical care. The Tuskegee experiment was initiated by the 
U.S. Public Health Service (PHS) in 1932 and lasted through 1972 The experiment was 
designed to monitor the health outcome of syphilis on 400 black men in Tuskegee, 
Alabama (Bates & Harris, 2004). These men were discriminated against and were not 
treated for syphilis despite the invention of penicillin rather they were given placebo and 
lied to that they were being treated. As a result, many of the men died. Unfortunately, the 
memory of this study remains a barrier for public trust (Bates & Harris, 2004). 
Barriers Related to Social Injustice 
Racial prejudice may contribute to disparities in mammography referrals between 
African American and European American women. African Americans frequently state 
lack of health care provider or physician referral as the reason for not pursuing breast 
cancer screening (Bowen et al., 2013). Physicians, who are mostly European American 
rate African American patients as less educated, less intellectual, and more inclined to 
abuse drugs hence leading to lesser referral rates. These factors impede breast cancer 
screening for African American women, which contributes to high rates of mortality 
(Bowen et al., 2013; Kingsley, 2010). 
Cardarelli et al. (2013) identified 15 barriers that impede breast cancer screening 
on the basis of interviews with underserved women. These barriers include (a) 25%  fear 
of cancer detection, (b) 23 % unaware of the details of the procedure, (c) around 25 % 
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accessibility of  mammogram (d) about 5 % believed that screening for mammogram is 
embarrassing (5) about <5% believed that mammogram is time consuming (6) about 7% 
risk of exposure to radiation (7) about 10% believed that they have more important issues 
than mammogram (8) about <5% believed that there is no need for mammogram (9) 
about 40% believed that affordability is an issue (10) about 37% had transportation issues 
(11) about 35% proximity to home (12) about 6% had issues with privacy of information 
(13) about 6% believed that exposing their breasts made them uncomfortable (14) about 
5% found the closeness of the x-ray staff uncomfortable (15) about 47% reported they 
could not afford a mammogram and were not aware of any free mammogram. These 
results indicate that poor education levels among African American women are 
responsible for advanced stage detection, late diagnosis, and late onset of treatment of 
breast cancer in this population (Cardarelli et al., 2013). These factors contribute to 
higher cancer mortality rates compared to European American women, even though 
incidence rates are lower in the former group. 
Rationale for Phenomenological Research 
The review of literature confirmed a lack of qualitative research particularly 
investigating the perception of African American women in regards to their personal 
barriers, attitudes, and beliefs to breast cancer screening. The lack of understanding with 
reference to African American women perspectives necessitates a qualitative 
phenomenological approach. Phenomenology is a qualitative study approach that focuses 
on the need to study human perception of the world that the study participants personally 
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experience (Spiegelberg, 1995). In this proposed study, the in-depth interviews of 14 
African American women in an urban East Coast region will promote the 
phenomenological understanding of their experiences with the barriers to breast cancer 
prevention and screening. The emerging themes from the interviews will help answer the 
research questions: RQ: What are the perceived barriers for breast cancer screening 
among African American Women? 
Sub-RQs 
Sub-RQ1: How can awareness of breast cancer screening and prevention be 
promoted among African American women? 
Sub-RQ2: How does stereotype and culture influence African American women’s 
beliefs and behavior in regard to breast cancer screening and prevention? 
Previous studies have been conducted using phenomenological approach in 
healthcare profession to understand patients’ perception of their life occurrence. 
Subramanian, Burhan, Pallaveshi, & Rudnick (2013) conducted a study with the aim to 
understand the lived experience of patients with schizophrenia who were treated for 
auditory hallucination with Repetitive Transcranial Magnettic Stimulation.The 
researchers used semi-structured interviews .method to collect patients’ data on belief and 
way of thinking. Likewise Sadala, Bruzos, Pereira, and Bucuvic, 2012 used a 
phenomenological approach to understand the severe effect of disease on patients’ health 
and their experience during the disease process. The result of the study confirmed the 
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need for health care providers to acknowledge and respect patients' experiences in other 
to enhance positive health outcomes. 
Summary and Conclusion 
Breast cancer screening is the safest means to detect cancer at an early stage. 
Three methods for breast examination are BSE, CBE, and mammography. European 
American females display a greater incidence of breast cancer compared to African 
American women, but mortality rates from breast cancer are greater in the latter group. 
Such disparities in cancer incidence and mortality can be attributed to various barriers to 
preventative breast health care for African American women, including factors related to 
poverty and low socioeconomic status, social injustice, and culture.  
Health care providers must bridge the prevailing gap in health care by informing 
African American women about breast cancer and the importance of breast examination 
and providing them with appropriate care and treatment. By addressing issues related to 
racial injustice, which is one of the key determinants of breast cancer disparities, breast 
cancer screening can be promoted in this underprivileged and underserved community of 
African American women. 
Providing immediate medical coverage will increase diagnoses at earlier stages of 
breast cancer. By identifying and targeting geographical areas where the density of 
African Americans is high, and by providing funding to the African American 
community, timely and adequate detection could be promoted. Strategies for reformation 
must include provisions for health care, liberty to hourly workers so that they can seek 
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breast cancer screening without suffering loss of pay, and promoting a better 
understanding and self- awareness of the significance of breast cancer screening. 
However, more study is essential to better understand the barriers to breast cancer 
screening in this population and help eliminate disparities due to race and ethnicity. By 
addressing issues related to socioeconomic status, the association between breast cancer 
survival and race could be eliminated.  
Chapter 3 will further explain the detailed methods for this research project. 
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Chapter 3: Research Method 
Introduction 
Reducing persistent disparities in health may offer the potential for enhancing the 
health status of the general population. In this qualitative study, I explored African 
American women’s professed personal barriers, stereotype, socioeconomic status, 
culture, attitudes, beliefs, and how these factors influenced breast cancer screening. The 
goal of qualitative methodology is to clarify and offer an insight on multifaceted 
psychosocial matters and is a research design of choice in answering many humanistic 
why and how questions (Marshall, 1996) 
Breast cancer is considered a major cancer in females and among the main causes 
of cancer mortality amongst women in the United States (ACS, 2011; Jemal et al., 2005). 
Although immense progress has been made in screening procedures and mammography 
practices for the general population, lesser screening rates are seen in various female 
subgroups (ACS, 2011; U.S. Department of Health and Human Services, CDC [CDC], 
2013). Tumors are commonly detected and diagnosed among ethnic minority 
communities at an advanced stage. Without exploring individual professed barriers to 
breast cancer screening amid African American women, breast cancer will continue to be 
one of the causes of mortality in African-American women (American Cancer Society, 
Surveillance Research, 2011). In this chapter, I describe the qualitative research paradigm 
and rationale for this study of African American women.  
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In addition, I describe the process for this study, which includes the description of 
the study participants, inclusion criteria, and the role of the researcher credibility, and 
issues of trustworthiness for the study. This chapter also includes an explanation of the 
data collection, how the data will be collected and analyzed, biases and threats to data 
quality. 
Research Design and Rationale 
I explored individual barriers to breast cancer screening among African American 
women 40 years and older. According to ACS recommendations, at the age of 40, all 
three protocols of BSE, CBE and mammography need to be followed per guideline. 
However, ACS recommends beginning BSE at 20 years of age. The decision to base this 
study on women aged 40 years and older was based on ACS recommendation and it is 
also the age recommended for screening by most cancer control programs (Patton, 2002). 
Understanding this phenomenon may help healthcare providers improve services that 
may bridge the gap in healthcare disparity.  
Shank (2006) defined qualitative research as a form of systematic empirical 
inquiry into meaning (p. 4). The use of qualitative research allowed me as the researcher 
to plan an intentional approach to studying the complexities of situations, experiences, or 
phenomena. Such qualitative inquiry included three tenets: the researcher matters, the 
inquiry into meaning is in service of understanding, and qualitative inquiry embraces new 
ways of looking at the world (Shank, 2006, p. 10) 
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Using qualitative approach ensured reporting the findings of the study as obtained 
directly from the study participants and not subjected to any manipulation of variables as 
expected in quantitative studies (Patton, 2002). Another rationale for choosing qualitative 
methodology over quantitative is that, the information gathered from the participants is 
reflective of the study participants’ viewpoint about the human race (Patton, 2002). 
Spiegelberg (1995) described six essential uses of phenomenology approach namely, 
descriptive phenomenology, essential phenomenology, phenomenology of appearances, 
constitutive phenomenology, reductive phenomenology and hermeneutic (Interpretative) 
phenomenology (p. 57). Of the six mentioned approaches above, Interpretative 
phenomenology approach (IPA) formed the basis of this study as this approach provides 
understanding of participants’ personal experience (Spiegelberg, 1995). According to 
Cresswell, (2007) a phenomenology provides a deep understanding of a phenomenon as 
experienced by several individuals. 
Interpretative phenomenology approach enabled me gather comprehensive 
perspective on how African American women understood and viewed breast cancer 
screening, professed personal barriers, stereotype, socio-economic status, culture, 
attitudes, beliefs, and how these factors influenced their breast cancer screening (Smith, 
2004) IPA produces a universal claim or principle from observed instance (inductive), as 
well as paying close attention to particular cases and the distinctive characteristics or 
ability of people, rather than on extensive generalizations in relation to human behavior 
which is characterized by the distinctiveness of each case (idiographic), IPA is also 
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interrogative and involves questioning or seeming to question somebody or something 
(Smith, 2004). IPA is flexible and evolves collection of factual information from 
individuals unlike trying to validate detailed hypotheses. IPA begins with research 
questions that tend to find meaning to specific phenomena of study (Smith, 2004). 
Each case was reviewed individually and then the information gathered examined 
closely, in order to have more understanding or draw conclusions from it until all cases in 
the study are explored. Discovery of the common themes in all the cases were determined 
through cross examination. Personal perspectives were learned in addition to those. 
Additionally, individual accounts are revealed as well as those evident across all cases 
(Smith, 2004). IPA is probing as it results in comprehensive examination of observable 
facts and the findings contribute to existing literature. I considered IPA the most suitable 
qualitative methodological design for my study because it provided me the outmost 
opportunity to carry out an expansive analysis of the study participants’ expression and 
meaning influencing their professed factors affecting breast cancer screening. IPA also 
gave me the opportunity to obtain first-hand information and understanding about each 
participant’s world. In addition, “the only way for us to really know what another person 
experience is to experience the phenomenon as directly as possible for ourselves” (Patton 
2002, p. 106). Patton realized the importance of study methodology and indicated that 
observing participants and thorough interview study method are the ways to better 
understand the culture of those participants.  
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In conclusion, I hope that the phenomenology research method chosen would 
provide insight into the individual experiences of African American women professed 
personal barriers that may influence breast cancer screening. Hopefully, this will help 
healthcare providers improve on healthcare services that may bridge the gap in healthcare 
disparity 
Role of the Researcher 
In qualitative study, the researcher is identified as the key instrument for data 
collection (Draper & Swift, 2011), and a researcher is obligated to have an effective 
listening ability, honest, pleasant, flexible and non-judgmental. Qualitative study has 
many varieties of  approaches hence gives the researcher many options about data 
collection, and serves as a form of content analysis ranging from observational 
phenomenological psychology to complex interpretation of context depending on the data 
source (Draper & Swift, 2011). In my study, I served as the main instrument for data 
collection to ensure that I identified, comprehended what I needed to study, and how to 
achieve my goal. My role included: finding my study site and study participants. It was 
important that I initiated a friendly relationship that gave me the opportunity to 
understand and showed the study participants that I valued and shared their concerns 
from my initial contact with the leaders of the community. This approach contributed to 
my gaining access to the participant’s story (Dickson-Swift, James, Kippen, & 
Liamputton, 2007). My roles also included maintaining good interpersonal relationship 
with the participants hence facilitated co-operation, obtained more information, and made 
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them felt at ease during and after the interview process (Glesne, 2011). To promote 
positive and healthy relationship, I ensured that each participant clarified any concerns 
they had before interview, and the participants had the advantage to evaluate the 
interview questions prior to the planned interview. I began each individual interview by 
appreciating the participant’s willingness to assist in my study; I introduced the research 
study to each participant and explained to them that they are welcome any time to decline 
answering any questions or exit from the interview process whenever they wanted. 
Privacy is a vital factor in a research. As a result, appropriate measures were 
implemented to ascertain the confidentiality of all study participants.  
To protect the identity of the participants, all names were coded; for example P1 
for participant 1, the participants’ information were stored electronically on a computer 
with secured password and in a locked filling cabinet, and the tape recordings were well 
protected and the raw data will be kept for a minimum of five years With measures in 
place to protect the participants, they were willing to cooperate with me more as they 
were assured that confidentiality is maintained at all times. It was also my role to 
empower the participants through providing them with adequate information of the 
research process and the measures taken to protect their human rights by fulfilling the 
requirement of the Institutional Review Board (IRB) and obtained permission for the 
study (Creswell, 2009). My responsibility as the researcher in this study was to play the 
role of the observer and the interviewer to find answers to the inquiry to be investigated. 
Probing is a productive tool to use by a researcher as it encourages interviewees to 
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furnish the interviewer with comprehensive or specific answer to a given question. Hence 
allows the interviewer to attain the specific information on which the research study is 
centered.  
To prevent bias towards the participants’ responses to the interview questions, I 
had an open mind at all times. Specific probing techniques that helped me to prevent 
biases included the use of open-ended questions, tracking, clarification, and reflective 
summary (Patton, 2002). Open-ended questions provided interviewees with full 
opportunity to communicate their feelings, and allowed participants to answer questions 
in the manner they wanted using their own words (Patton, 2002).Tracking is the 
involvement of the interviewer by showing interest in the interviewee, encourages the 
interviewee to speak and observes all verbal and non-verbal conversation. Through 
clarification, I got more understanding of the interviewee’s responses, for example what 
factors in your opinion would better enhance your experience and/or utilization of breast 
cancer screening? Reflective summary is the ability of the interviewer to repeat the ideas, 
opinions and feelings of interviewees correctly in his/her own words. 
Methodology 
Participant Selection Logic 
The study participants were recruited from a local church in an urban east coast 
region using purposeful sampling after IRB approval. The participants were African 
American women aged 40 years and older until a point of saturation was reached 
(Walker, 2012). To obtain sample size representative of the perception of participants, at 
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minimum 14 participants was realistic. I used a purposeful sampling method. Sample 
inclusion criteria included (a) African American females 40 years of age or older (b) no 
previous or present diagnosis of breast cancer (c) ability to communicate in English 
Language effectively (d) participants were African American women who were willing to 
share their professed personal barriers, stereotype, socio-economic status, culture, 
attitudes, beliefs, and how these factors influenced breast cancer screening. Getting 
participants was not as difficult as thought owing to the sensitivity of the proposed study.  
In meeting with the gatekeepers of the community which are the people at the 
research sites known to have the capability to provide access to the site and thereby allow 
the study to proceed (Creswell, 2009); I provided them with the information on the nature 
of the intended study. The pre-interview preparation also included getting in contact with 
the volunteers and presenting the details of the study. During the meeting, I informed the 
individuals that I will be posting fliers at the information boards which will explain my 
intention, their rights and if they believe they meet the inclusion criteria to contact me. 
(Copy of the flyer can be found in Appendix C). This ensured that the potential 
participants were the ones to identify themselves as (a) African American females 40 
years of age or older (b) no previous or present diagnosis of breast cancer (c) ability to 
communicate in English Language effectively and would permit interested individuals to 
read my inclusion criteria and then identify themselves to me as possible participants (d) 
participants will be women who are willing to share their professed personal barriers, 
stereotype, socio-economic status, culture, attitudes, beliefs, and how these factors may 
57 
 
influence breast cancer screening. I posted flyers (Appendix C) in the participants’ local 
church. Interested women contacted me to initiate the interview procedure.  
Measures 
The purpose of this study was to understand African American women’s 
professed personal barriers, stereotype, socioeconomic status, culture, attitudes, beliefs, 
and how these factors may influence breast cancer screening. The research questions that 
helped me to better understand their experiences contained one central question and two 
sub-questions.  
RQ: What are the perceived barriers for breast cancer screening among African American 
Women? 
Sub-RQs 
Sub-RQ1: How can awareness of breast cancer screening and prevention be 
promoted among African American women? 
Sub-RQ2: How does stereotype and culture influence African American women’s 
beliefs and behavior in regard to breast cancer screening and prevention? 
Ethical Protection of Participants 
I obtained Institutional Review Board approval from Walden University on 05-
12-15 and IRB# 0231648. The study participants were African American volunteers who 
had the right either or not to be involved in the study. There are minimal risks associated 
with participating in this study with interview questions that may be considered personal 
or private; I ensured the anonymity of the participants and offered opting out at any time. 
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No participant experienced harm or difficulty from volunteering in my study. All 
participants filled out individual consent form and their confidentiality protected. Sample 
copies of the document for consent to audiotape and confidentiality statement can be 
found in Appendix A. Any identifying information of the participants from transcripts 
were removed prior to data validation. All research materials such as transcripts, files and 
audiotapes are securely preserved in a protected cupboard in my office. Only the 
researcher will have access to research information. 
Procedures for Recruitment and Participation 
Procedure for recruitment and participation of the intended started upon approval by IRB. 
The following measures were adhered to during the process of recruiting study 
participants, data collection, data examination, and validation of findings 
1. I identified a church in an urban East Coast region as the site for my 
interview.  
2. I found/identified the gatekeeper of the community. 
3. I approached the gatekeeper of the community; introduced myself to the 
individual as a Walden university student who is requesting to conduct my 
research study interview in their community.  
4. The gatekeeper approved of my intention, I sent a letter via email to the 
gatekeeper with information about my study, inclusion criteria and appeal for 
backing in allowing me to use their facility to interview the self identified 
individuals who were willing to participate in my study. I discussed my need 
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to have a Letter of Cooperation with the gatekeeper and requested the 
individual’s preference either to provide me with the letter before or after IRB 
approval. The gatekeeper provided me with a Letter of Cooperation prior to 
IRB approval. 
5. I requested to have about10-15 minutes to introduce myself to the potential 
participants, during one of their  weekly sessions at which time I informed the 
individuals  that I will be posting fliers at their information boards which 
would explain my intention, their rights and if they  believe they meet the 
inclusion criteria to contact me. (Copy of the flyer can be found in Appendix 
C). This approach was to ensure that the potential participants were the ones 
to identify themselves as African American women 18- 45 years old; and 
would permit interested individuals to read my inclusion criteria and then 
identify themselves to me as possible participants. 
 
6. I formalized the intention of the potential volunteers who contacted me. I 
thanked each potential participant for their intention to participate in my 
study. 
7. I scheduled a face to face meeting with self-identified participants and 
clarified any concerns or questions. During this meeting, I showed the 
individual a copy of the IRB approval certificate to reassure the participants 
that my study is approved by my school. The potential participants were 
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required to sign and date the content form. I gave the Consent form to each 
participant. I fully explained the contents of the consent form and their 
concerns were clarified. Participants were given the consent form to take 
home and I collected the forms at each individual’s interview.  
8. I requested a day for the interview, and worked around each potential 
participant’s schedule. The interview included asking questions listed in 
Appendix B, Interview Protocol, which were developed by me to aid, answer 
the research questions. The interviews were scheduled at the convenience of 
the study participant during 1 hour time blocks in a private room where 
confidentiality and identity are kept private. All interviews were audio-
recorded. I used observation notes which provided a secondary data source. 
To promote positive and healthy relationship, I ensured that each participant 
clarified any concerns they have before interview, and the participants had the 
advantage to evaluate the interview questions prior to the planned interview. I 
began each individual interview by appreciating the participant’s willingness 
to assist in my study; I introduced the research study to each participant and 
explained to them that they are welcome any time to decline answering any 
questions or exit from the interview process whenever they want. 
9. A second interview was scheduled two weeks after the interview. This was to 
allow me time to transcribe the audiotapes verbatim and analyze the text data. 
Instrumentation 
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I recruited 14 African American women aged 40 years and older. I anticipated 
saturation would be met after conducting at least 14-16 interviews. Saturation occurred 
when all 21 questions have been totally explored in detail and no new themes were 
gained from additional interviews (Walker, 2012). Studies have recommended a certain 
acceptable sample size for qualitative research with participants’ number ranging from 
five to 50 participants (Mason, 2010). I estimated that a starting sample of 14 would be 
adequate from which to include more participants if needed.  
The interviews were scheduled at the convenience of the study participant during 
1 hour time blocks in a private room where confidentiality and identity were kept private.  
All interviews were audio-recorded. Observation notes provided a secondary data source. 
Interview questions were directed towards answering the research questions based upon 
the literature review in Chapter 2 and the assumption that the participants shared their 
professed barriers on breast cancer screening and prevention. Study participants were 
recruited and interviewed until saturation of the data was met. A pilot study was 
conducted. I contacted self-identified participants in an urban east coast region. An 
invitation to participate was made during a meeting that was organized by the gatekeeper. 
At the meeting, I informed the individuals that I will be posting fliers at their information 
boards which will explain my intention, their rights and if they believe they meet the 
inclusion criteria to contact me. During the meeting, I informed the individuals that I will 
be posting fliers at the information boards which will explain my intention, their rights 
and if they believe they meet the inclusion criteria to contact me. (Copy of the flyer can 
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be found in Appendix C). This is to ensure that the potential participants were the ones to 
identify themselves as (a) African American females 40 years of age or older (b) no 
previous or present diagnosis of breast cancer (c) ability to communicate in English 
Language effectively and would permit interested individuals to read my inclusion 
criteria and then identify themselves to me as possible participants (d) participants were 
be women who were willing to share their professed personal barriers, stereotype, socio- 
economic status, culture, attitudes, beliefs, and how these factors may influence breast 
cancer screening. 
Pilot Study Procedures 
A pilot study was conducted with one known volunteer practitioner. The rationale 
of the pilot study was to ensure that the interview questions will provide information that 
would answer the research questions. The pilot study was conducted in the same location 
to that of the actual study participant interviews. Administering a pilot study helped to 
eliminate mechanical or planning and management problems that may occur during the 
actual interviews. Pilot study gave me the opportunity to practice audio-recording, my 
interview techniques which included, establishing good rapport through a professional 
self-introduction to the participants, explanation of the informed consent, conducting and 
closing techniques of open-ended interview. The data collected during the pilot study is 
not included in the final data analysis. 
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Exiting the Study 
Study participants were informed that their participation was completely 
voluntary and they had the option to opt out at any time they wished to do so. 
Data Analysis Plan 
Understanding participants’ personal and social world, particularly how 
participants make sense of their world can be better understood through interpretive 
phenomenological analysis (Smith & Osborn, 2003). The aim of interpretive approach is 
to recognize the significance of the content and complexity of those meanings. As a 
result, the primary nature of IPA research is for researchers to find meaning to the 
participants’ experience (Patton, 2002; Smith, 2004). To aid this understanding, it is 
recommended that immediately after an interview; a researcher should reflect and 
interpret the study findings (Feldman, 1981; Seidman, 2006). After the interview, I  
reflected on the process, transcribed and analyzed the data I collected by implementing 
IPA method. In other to conduct a thorough analysis, I listened, understood each 
interview case one at a time until all cases were explored prior to analysis. To analyze the 
cases thoroughly and develop a theme, I used; Smith, Jarman, and Osborn (1999) six step 
analytical process. 
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The process is analyzed in the figure below.  
Figure 1 The Six-Step analytical process 
 
  
Writing Up Findings 
The last step in the process and involves making a summarr of my findings 
Writing a Master List of Themes 
Deciding which themes are important and which are not 
Continuing Analysis with other Cases 
Involves trying to identify other themes using the process above 
Table of Themes 
After making the connections between themes, a table is created 
Looking for Connections 
connecting old and new themes 
Looking for Themes 
Trying to identify key themes 
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Table 1: The Six-Step Analytical Process 
Step Approach 
Step 1: Looking for themes I started my analysis by reading the initial 
case which were documented in a two-
column arrangement to ensure that 
interpretive and reflection records of each 
interview are documented separately. This 
approach limited my preconceived notion 
and to maintain integrity of the volunteers’ 
exclusive responses with this phenomenon  
(Smith et al., 1999). While I read each case, 
new understanding of the participants’ 
experience were acknowledged and 
documented into the column on the 
transcription. I was able to establish 
emerging themes from the notes and then 
documented in the column of main themes 
(Collingridge & Grant, 2008; Smith et al., 
1999). Following documentation of all 
notes, I imported transcripts to NVivo to 
support and aid with my data analysis. 
During this process of looking for themes, I 
ensured that I treated each transcript as a 
possible data and no attempt was made to 
alter, discard or exclude any information 
from the document. 
Step 2: Looking for connection I created a listing of new themes and made a 
connection between the old and the new 
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themes. As themes were been arranged into 
a group, I compared the result with the 
original record to note the correlation 
(Smith & Osborn, 2003). The rationale of 
step 2 was to have some sort of arrangement 
of the themes that were compiled from the 
participant’s responses (Smith et al., 1999). 
Step 3: Producing a table of theme According to Smith and Osborn (2003), in 
compiling a table of themes, some 
unconnected information to the other 
themes should be set aside if such 
information cannot be established by data 
collected in the transcripts. I then organized 
the themes into a table and named them 
accordingly. 
Step 4: Continuing the analysis with 
other cases 
I continued with the analysis of other 
participants’ responses (P1-P14) to the 
interview questions utilizing the steps above 
to further generate my record of themes 
Step 5: Creating a master list of themes After gathering all the themes from each 
case, I then concluded on which themes will 
be listed on the master list of themes. The 
decision to place a theme on the master list 
was determined by the significance of the 
text in support of the theme. 
Step 6: Writing up findings I transferred the information on the master 
theme list into a comprehensive report 
which was the study participants’ responses 
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during my interview.  
It is required to keep the raw data for 
minimum of five years. When the decision 
has been finally made after a minimum of 5 
years, the data will be thoroughly and 
completely destroyed in such a way that 
information cannot be extracted by process 
of shredding and secure destruction of all 
written records. 
 
Issues of Trustworthiness 
Trustworthiness is vital in qualitative study and it ascertains the validity and 
reliability of qualitative research (European American, Oelke, & Friesen, 2012). 
Qualitative research is trustworthy when it is the accurate representation of the study 
participants’ experiences. Trustworthiness ascertains the validity and reliability of 
qualitative research (European American et al., 2012). To demonstrate trustworthiness in 
my study, I ensured that the experiences of the participants were accurately represented. 
Trustworthiness of data in method triangulation was demonstrated. As a result, I paid 
attention to and confirmed all information gathered and examined the evidence from 
them to create a logical justification of the underlying themes. 
Four criteria were used to measure trustworthiness of data (European American et al., 
2012): credibility, dependability, transferability and confirmability.  
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Credibility  
Credibility is maintained when participants are able to identify their own 
experiences from researcher reported research findings as their own experiences (King & 
Horrocks, 2010). To ensure credibility, I ensured that participants were identified and 
described accurately. I completed member checks in which my interpretations and 
conclusions of each interview case could be tested with each study participant from 
whom the data were originally collected. I demonstrated triangulation by paying attention 
to and confirmation of information discovery. 
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Triangulation is a qualitative approach that relies on several technique or 
information sources (Glesne, 2011). My information resources included participants 
experiences gathered through interviews, literature, and documented information. A 
researcher has to be mindful of study biases. As a result, I put aside what I already knew 
which I implemented at all times during my research process and also handled each phase 
of my study with care (Creswell, 2009). Reviewing the phenomenon under study to evade 
bias and advance with the research process with a receptive mind was also implemented. 
I also maintained rigor in the process of collecting my data by continuing the 
documentation of recruitment, collection data of techniques, progressive data 
examination, and other data relevant to the study (Creswell, 2009) 
Transferability  
Transferability is the likelihood of a particular study result having similar 
interpretation by others when transferred to another setting in similar situations (Crosby, 
DiClemente, & Salazar, 2006). I maintained transferability by ensuring that I described 
and documented precisely the study participants’ perspective and the statements central 
to the research. 
Dependability  
Dependability is related to consistency of findings, whereby researchers from any 
other setting will have the same study result when a new study is conducted with the 
same participants (Crosby et al., 2006; Creswell, 2009). Appropriate strategies to 
establish dependability included use of audit trails and triangulation. The rationale was to 
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assess the correctness and assess whether or not the findings, interpretations and 
conclusions were in accordance with the data collected 
Confirmability 
Confirmability is another standard for measuring the trustworthiness of qualitative 
research. Confirmability is the level to which the research findings are true to the study 
participants’ view and not influenced by researcher’s bias or analysis (Lincoln & Guba, 
1985). To enhance confirmability, I ensured to interpret and conclude research finding 
solely from data collected. I was mindful to observe rather than dictate the direction of 
the interviews and asked the study participants for clarification of any unfamiliar words. 
Summary 
This chapter explored the methods and procedures for my study of African 
American women’s professed personal barriers, stereotype, socio-economic status, 
culture, attitudes, beliefs, and how these factors may influence breast cancer screening. 
Other main points explored in this chapter included me, the researcher as the main 
instrument for data collection, and ethical issues in data collection and sampling 
techniques. Chapter 4 covered results of pilot study, setting, demographics of 
participants, the data analysis and results.  
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Chapter 4: Results 
Introduction 
The purpose of this qualitative, phenomenological study was to explore individual 
barriers to breast cancer screening among 40 years and older African American women to 
better understand why breast cancer continues to be one of the principal sources of 
mortality among African-American women. In addition, the purposes included 
identifying barriers to preventive screening for breast cancer among African American 
women and to explore the influence of personal barriers, stereotypes, socioeconomic 
status, culture, attitudes, and beliefs on the behavior of African American women in 
regard to breast cancer screening.  
The research questions contained one central question and two sub questions. 
Central RQ: What are the perceived barriers for breast cancer screening among African 
American Women? Sub-RQ1: How can awareness of breast cancer screening and 
prevention be promoted among African American women? Sub-RQ2: How does 
stereotype and culture influence African American women’s beliefs and behavior in 
regard to breast cancer screening and prevention?  
The conceptual framework for this study was the behavioral model of health 
services use which affirmed that the use of health services by an individual is partly 
determined by predisposing, enabling, and need factors. In this chapter, I will present the 
results of interviews with 14 African American women. The interviews were conducted 
between May and June 2015. In this chapter, I will also describe the participant 
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demographics, data collection procedure, the pilot study, data analysis and relevant 
themes, and quality of data.  
Pilot Study 
After gaining Walden University IRB approval, I completed a pilot study with 
one volunteer, a 62 year old African American woman.  This was done 1 week prior to 
the start of actual data collection. The purpose of the pilot study was to ensure that the 
interview questions provided data that would answer the research questions and to help to 
eliminate mechanical or planning and management problems that could occur during the 
interviews and to ensure a meaningful interview process. The volunteer met all the 
inclusion criteria for the research study: (a) African American, woman, 40 years of age or 
older; (b) ability to communicate in English language effectively; (c) no previous or 
present diagnosis of breast cancer; (d) willingness to share their personal barriers, 
stereotype, status, culture, attitudes, beliefs, and how these factors could influence their 
breast cancer screening. 
I e-mailed the participant a copy of the consent form, as well as confirmed the 
time and meeting place that had been arranged by the facility site. Once in private 
interview room, I confirmed that there were no questions regarding the process and asked 
the participant to sign consent form, provide me with her contact information if she 
wished to review the transcript of the interview, and/or wished to receive the results of 
the study. The participant wished to receive both and provided her contact information.  
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I started the recording and began asking the interview questions and making 
observation notes. Based upon the pilot participant’s answers, I wrote down additional 
prompts and questions that were triggered by her responses. The interview lasted 
approximately 48 minutes. In closing, I thanked the participant for her cooperation and 
confirmed that I would e-mail the transcript for approval within 5 days (see Interview 
Protocol in Appendix B). 
The pilot study went well. There were no technical problems with the recording 
equipment, and all of the paperwork was in order. I gained more insight into my study 
through the pilot interview. Scheduling a time with the volunteer for the pilot interview 
was comparatively easier, to some of the actual participants. I found the practice of using 
the recording device and asking the questions improved my confidence in proceeding 
with the actual study. No changes were made to planned procedures as a consequence of 
my pilot study. 
Setting 
The 14 interviews were conducted in a private room located on the premise of the 
participants’ church in an urban east coast region. Permission to use this setting was 
granted per the letter of cooperation agreement. The advantage of using this location was 
to make it as convenient and time efficient as possible for the participants. During the 
interview, I encountered some challenges.  There were disturbances by the shouting of 
some children playing on a nearby playground. A participant had to leave for about 20 
minutes because she needed to ensure that the sandwiches she and her group prepared for 
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a shelter home for some homeless people get delivered to them on time. This required me 
to pause the recording. Another participant was interrupted by a church member who had 
a question. 
Demographics  
The study participants consisted of 14 African American women. The age of the 
participants ranged from 40 years to 62 years with an average age of 50.07 years. All 
participants considered themselves African American with the ability to communicate 
effectively in English language. Eleven of the participants were either working or had 
worked in the health care sector. One of the participants was a teacher. One participant 
worked as a guard. One participant worked as a nanny. Ten of the participants stated that 
they belonged to the middle class while four stated they were poor.  
Data Collection  
Data were collected from 14 African American via one-on-one interviews. Each 
participant was asked 21 questions [See Interview Protocol in Appendix B] regarding her 
perceptions on different things regarding breast cancer screening and prevention. I 
interviewed all the participants and was the one who asked all the questions.  The 
presentation of the interview questions to each participant was similar. However, 
variations occurred in the follow up questions and prompts depending on the response 
given by the participant.  The interviews lasted for between 15-45 minutes. All the 
participants provided appropriate body language and eye contact, used a friendly tone in 
their voice, and they appeared very interested in the topic. Observation guide notes 
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maintained during the interview provided a secondary data source (Appendix H) 
Variations were observed in regards to the thought and detail put into each of the 
responses by different participants.  
All interviews were audio-taped and later transcribed. The transcriptions were 
reviewed to identify the obvious themes. The themes were coded and their subcategories 
identified. The NVivo10 software was used to compare the themes that were identified 
themes 
Data Analysis  
Interpretative phenomenological analysis was used to try to understand each 
participant's personal and social world. Six steps of data analysis were adopted according 
to the Smith, Jarman, and Osborn (1999) six step analytical process. (a)Looking for 
themes, (b) looking for connection (c) Producing a table of themes, (d) Continuing the 
analysis with other cases, (e) creating a master list of themes, (f) writing up the findings.  
The fourteen interviews were completed and data saturation achieved. By the time 
of interviewing participant 12 and 13, I realized that the information I was receiving was 
just a repetition of what I had received from earlier interviews. At this point I realized 
that I had reached data saturation. Interviewing participant 14 was just to make sure that 
no new themes emerged, which confirmed data saturation. Saturation occurred when all 
21 questions were totally explored in detail and no new themes gained from additional 
interviews. I imported the recordings to NVivo10 and transcribed appropriately. I 
highlighted the questions following the research questions that they aim to address. I did 
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a systematic review of each transcript as relating to the research questions they address. I 
then extracted and compiled the key ideas and phrases from each transcript and the 
complied data reviewed to identify themes. Each of the identified themes was assessed 
with an aim of determining the relationship they have with the category relating to a 
research question. Subthemes supporting the themes were identified from the rest of data 
and noted accordingly. 
I reviewed the transcripts again and noted any new themes noted as they emerged. 
Connections between the new and the old themes were then assessed in order to come up 
with a master list of themes. Once themes, subthemes, and new themes were noted and 
connections made, the transcripts were reviewed again to find and highlight quotes that 
were in support of the themes and the subthemes. Unconnected information to other 
themes was set aside if the information could not be established by data in the transcripts.  
After gathering all the themes, the significance of the text supporting the themes 
determined whether a theme was listed on the master list of themes. I assessed this 
significance through word frequency, text search query, and coding query in NVivo10. 
NVivo10 also aided in storing and organizing data for easier, faster, and more accurate 
way of assessing the significance of the text supporting themes. The master list is what is 
used to create the report of the participant's responses during the interview. The master 
list of themes also aims to cover the research questions   
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Evidence of Credibility, Transferability, Dependability, and Confirmability 
The research design and methods described in Chapter 3 were followed 
throughout the data collection and data analysis process. The participants that met the 
inclusion criteria and signed consent form were the only ones allowed to participate in 
interviews. A question in the interview process also ascertained that the women met the 
inclusion criteria. Throughout the interviews, I used consistent questioning methods. To 
avoid researcher bias, I used the bracketing technique by writing memos throughout data 
collection as a means of evaluating and reflecting upon my engagement with the data. I 
maintained transferability by ensuring that I described and documented precisely the 
study participants’ perspective and the statements central to the research. To establish 
dependability, I used audit trails and triangulation. My information resources included 
participants experiences gathered through interviews, and documented information. As a 
second source of information, I took observation notes and compared them with the 
responses from the participants. To enhance confirmability, I ensured to interpret and 
conclude research finding solely from data collected. I was mindful to observe rather than 
dictate the direction of the interviews and asked the study participants for clarification of 
any unfamiliar words. 
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Results 
Table 2. Knowledge on breast cancer screening 
Theme Subthemes 
Knowledge of Breast Cancer 
Screening 
Participants showed understanding of the 
recommendations on mammogram and self-
examination recommendations. All participants 
mentioned and correctly described the 
mammogram and self-breast examination 
procedures.  (P1-P14).All the participants had 
some knowledge on mammogram and self-breast 
examination. Findings indicate that knowledge of 
recommendations on breast cancer screening may 
not be a major issue affecting utilization of breast 
cancer screening resources among African 
American women. 
Knowledge of breast cancer screening and 
recommendations has minimal effect on 
utilization of breast cancer screening and 
resources. (P1-P14). 
Despite the knowledge on breast cancer 
screening, five participants (P1, P4, P6, P7, and 
P11) did not utilize the available resources 
showing that knowledge has minimal effect on 
utilization of resources.  
Findings indicate that creating awareness may 
need to shift from focusing too much on the 
recommendations 
Need for more education among African 
American women. (P1-P14). 
All participants emphasized on the need for more 
education among African American women. 
The findings indicated a need for continued 
education among African American women on 
breast cancer screening. 
 
When answering the question of their understanding of breast cancer screening 
and prevention, all participants mentioned mammogram and self-breast examination. 
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Every participant at least had some knowledge on mammogram and self-breast 
examination as screening and preventive measures (P1-P14). Even the participants, who 
said they do not do mammogram screening and they did not intend to do them, said they 
would encourage other African American women to go for screening; thus, they 
understood the benefits of breast cancer screening. Participants 1 and 4 statements 
demonstrate this clearly. 
When asked how her concerns about participating in breast cancer screening and 
her awareness level about breast cancer screening affect her utilization of the available 
screening resources, participant 1(P1) said that she believes that "it (breast cancer 
screening) is not healthy" and she has a knowledge on natural health care that allows her 
to make preferences against breast cancer screening. On the other hand, on the advice to 
African American women, P1 encouraged them to be "pro active and take available 
screen resources", although she has her preferences against it.  
P4 says that she has good knowledge of the recommendations of breast cancer 
screening and prevention since she has been in the medical field for a long time. 
However, following the recommendations is the issue. On how her awareness level 
affects her participation in screening, participant 4 says that instead of mammogram does 
self examination. She says that she wouldn't go for mammogram because of fear of 
getting a positive result and that its better she does not know. On the other hand, 
participant 4 encourages African American women to go for screening despite saying that 
she would not participate in it. On the question on the advice to African American 
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women, participant 4’s advice is that she encourages them to go for screening and by all 
means have mammogram and do self-examination. 
b. Knowledge of available resources 
Table 3. Knowledge of available resources 
Theme Subthemes 
Knowledge of available resources Limited knowledge on free breast 
cancer screening resources (P1-P14). 
All the participants did not show 
substantive knowledge on the 
available breast cancer screening 
resources. 
Findings indicate a need to educate 
African American women on the 
available breast cancer screening 
resources in their community.  
Inadequate knowledge of procedures 
to get available resources limits 
utilization (P1-P14) 
All participants did not show 
substantive knowledge on how to 
access available resources in their 
community. 
The finding indicates a need to focus 
on educating people on the 
procedures to access available breast 
cancer screening resources in their 
communities.   
 
 It is evident that most participants knew about the recommendations about breast 
cancer screening, demonstrated by the responses to the question about the same during 
the interview (P1-P14). Only one participant, that is participant 11, said that she did not 
know about the recommendation on mammogram. Even so, she had heard about 
mammogram and knows that she should do it, which is demonstrated by the response on 
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the question on what she understands by breast cancer screening and responses and the 
question on the resources available in her community. On the understanding of breast 
cancer screening, she said that it is by checking their breasts either by checking by 
themselves or through mammogram. On the question of the available resources in their 
community, she says that she knows a little from her daughter who talks about it and her 
daughter told her about mammogram and had been encouraging her to do it but she 
refused it and laughed at her daughter. This demonstrates that even participant 11 has 
some knowledge on the recommendations about mammogram screening. Despite this 
knowledge some of the African American women do not go for screening as 
recommended (P1, P4, P6, P7, P11), which is because of various reasons. Statements 
from participant 4 and participant 7 will demonstrate this.   
 Participant 4 says that she has good knowledge on the recommendations since she 
has been working in the medical field for a long time. However, following the 
recommendations is the issue. Participant 7 says she knows about the recommendations, 
about going for mammogram after the age of 40 years. She says that at her age she should 
have gone for the mammogram, and it is not because of lack of knowledge about the 
recommendations but because of her fears. 
It is evident that there is need for more education about breast cancer screening 
among African American women. Many participants said that more education was 
needed so as to increase awareness of the same (P1, P2, P6, P7, P9, P12). Statements 
from participants 2 and participant 12 demonstrate the need for more education about 
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breast cancer screening among African American women. The participants stressed the 
importance of education among African American women. The statements below 
demonstrate this clearly. 
On the belief and attitude towards breast cancer screening, participant 2 says that 
breast cancer screening has helped identify breast cancer at an early age. She adds that 
screening should be encouraged and awareness introduced through continued education. 
On the advice for health care providers, participant 2 says "education, sometimes when 
people have a problem with their breasts most of the times is because they did not 
know....education, information, creating awareness is what healthcare providers should 
do." On the advice for health care providers, participant 12 encourages the health care 
providers to be having mammogram day for free for anybody to come in and participate 
and provide more education about examination and screening. 
This study showed that African American women lack information on the 
available resource for breast cancer screening and prevention and how to get access to the 
resources. Most of the participants are not sure about the availability of free breast cancer 
screening resources in their community. Some participants admitted of not knowing of 
the available resources in their communities the procedure of getting the available 
resources. Only participant 9 described the procedure of accessing free mammogram 
screening although most of them indicated that they thought it was there. The following 
statements from various participants demonstrate that there is general lack of information 
on the available and the process of accessing the available resources. 
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Participant 1 says that she does not think that she would be correct in the 
procedure of assessing available resources. However, when answering the question on the 
available resources in her community, she had said that there are free mammograms in 
some clinics for people and it is displayed that hospitals have free mammograms.  
When answering the question on the available resources in her community, 
Participant 11 says that she does not really know about the resources available. Her 
daughter told her about mammogram but she does not want anybody to see or touch her 
breasts and she did not know about the seriousness. From this statement, it shows that she 
did not bother to ask or find out on the available resources since she was uninterested. 
When answering the question on the available resources and the procedure to 
access the available resources in her community, Participant 6 demonstrates very 
knowledgeable about that 
She says that the available resources are the library, public health facilities; all 
health care providers have information, TV, Radio, and Facebook. When asked about the 
procedure to access available resources, Participant 6 demonstrates that she does not 
know the procedure of accessing the available resources in her community. She says that 
the process starts from gynecologist and her. She adds that what she is doing to educate 
and diet.  
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Table 4. Genetic stereotypes regarding the utilization of resources 
Stereotype that genetics 
dictate affect utilization of 
breast cancer screening 
resources (P1,P2,P8,P9,P14) 
Those with family history of breast cancer think they 
can do nothing about it (P1, P2).  
P1 and P2 emphasized on the behavior of African 
American women  to ignore screening on the belief that 
family history of breast cancer predisposes that person 
to breast cancer and death. 
The stereotype discourages African American women 
from utilizing breast cancer screening resources, thus a 
barrier.  
Those with no family history of breast cancer think they 
cannot get it (P8,P9,P14) 
P8, P9 and P14 emphasized on the behavior of African 
American women to ignore breast cancer screening 
recommendations on the belief that they are safe 
because their families have no history of breast cancer. 
This stereotype that a person is safe because she does 
not come from a family with a history of breast cancer 
prevents people from following breast cancer screening 
recommendations and thus a barrier.  
 
Five of the participants indicated that there is a belief among African American 
women that breast cancer is hereditary (P1, P2, P8, P9, P14). The stereotype affects 
screening behaviors and attitudes in a way that a woman who comes from a family with a 
history of breast cancer will tend to think that she cannot do anything about it and she 
will probably get it and die (P1, P2). The statements below by Participants 1 and 2 
demonstrate this tendency.  
Participant 1 
Breast cancer might be genetic but lifestyle pulls the gun 
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Stereotype plays a role because some think it is genetic and thinks they can do nothing 
about it 
Participant 2 
The understanding of breast cancer prevention and screening is that education and 
awareness is the most important thing, self-breast examination, monthly routine self-
breast examination. going to the doctor and radiology regularly. everybody can be 
involved no matter the genetics . Advice to African American women is that health is 
wealth and it is a privilege which they can create and help put into place; they have a duty 
to humanity to live their part. They should not think that "my family had breast cancer, 
my aunt had breast cancer, my mother had breast cancer, my aunt on my father's side had 
breast cancer and they died from it and so they can do nothing. But they can change their 
DNA by doing what they did not do right." 
Women from families without breast cancer history will think that they are safe and that 
they cannot get breast cancer. They therefore tend to think that it is not necessary for 
them to get participate in screening. This may be facilitated by the fact that the 
recommendation for screening is emphasized on women who come from families with a 
history of breast cancer. While it is true that such women have increased risk of acquiring 
breast cancer than others, it sends the wrong signals to African American women who 
interpret it that if they come from a family with a history of breast cancer they will get it 
and die and they cannot do anything about it and those whose families have no history of  
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the same think they are safe. Statements from P8, P9, and P14 demonstrate this 
stereotype and its effect on breast cancer screening behaviors. 
Participant 8 
One of her personal barriers is that she believes that “if you are a healthy person, eats 
well, and have no other disease and no family history of breast cancer you will be fine” 
Participant 9 
People should screen no matter the family history and age. do self examination usually 
after the period or date of your birthday if you are menopausal. 
Participant 14 
There is a tendency of thinking that it is hereditary and hence they do not go for 
screening because they think they are safe, do screening regularly. Don’t do self 
examination as frequently as required. Take it seriously. 
Table 5. Cancer screening and cultural beliefs 
Conflict with Cultural Beliefs Some aspects of screening are against the cultural 
beliefs of African Americans thus hindering 
utilization of  breast screening  resources (P1,P3,P5, 
P11,P12) 
Touching own breasts, an aspect associated with self-
breast examination conflicts with the culture of the 
African Americans. This may be a barrier to 
utilization of available breast cancer screening 
resources. 
Letting another person, other than a person's husband 
touch a woman's breasts, an aspect associated with 
mammogram breast cancer screening was against the 
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cultural beliefs of some participants. This may be a 
barrier to utilization of breast cancer screening 
resources. 
The findings indicate that the features that conflict 
with African American cultural beliefs may play part 
as a barrier to breast cancer screening among African 
American women. 
 
 An aspect of breast cancer screening procedure may also limit the participation of 
African American women in breast cancer screening. Breast cancer screening involves 
another person touching and lifting a woman's breasts. In the case of self-examination, 
the procedure involves the woman touching to feel lumps in her own breasts.  
 Five of the participants expressed the touching and handling of breasts as a 
concern, which many referred to as "playing with the breasts." (P1, P5, P11, P12)  They 
suggested that when it comes to mammogram, it would have been better if they were 
allowed to handle their own breasts through instruction from the technician. Two of the 
participants (P2, P3) said that touching their own breasts was also a challenge. This belief 
is a cultural belief as they think it is not normal for them to do so (P1, P2, P3, P5, P11, 
P12. The statements below from some of the participants will demonstrate these beliefs.   
Participant 2 
Participant 2 expresses concerns about self-examination method. She says that "Initially 
to be fiddling with myself and massaging my own breasts didn't really make sense to 
me". 
88 
 
Participant 5 
When asked about the most challenging aspect when she participated in breast cancer 
screening, P5 said that she was hesitant about showing her breasts as it was not modest.  
Her concern was about being bare, the breasts being exposed. However, she got over it 
after several screenings.  
 
Participant 12 
When asked about the type screening she had undergone though, Participant 12 said that 
she has had self examination and mammogram. She says that "the pressing is so hard,  
touching and playing with your breasts, it’s okay but I would prefer somebody not 
touching or playing with my breasts” 
Table 6. Normal behavior regarding screening 
The Norm It is normal for people not to go for any check-up among 
African Americans (P1, P2, P10, P11, and P12). 
P1, P2, P10, P11, and P12 emphasized on the effect of 
the norm of African Americans not going for check-ups. 
They feel they are healthy, believe that is God is in 
control, or think that they will look weak if they went for 
check-ups. This norm is continued when it comes to 
breast cancer screening. The norm of not going for 
check-ups is therefore, a barrier to breast cancer 
screening among African American women.   
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Culture also affects participation in breast cancer screening in that it is a normal thing 
among African American people not to go for medical checkup. This is evident as many 
of the participants said that many African American people did not consider health 
seriously (P1, P2, P10, P11, P12) or thought that they were healthy people. Some of the 
participants 7 and P11 also admitted to not taking their health seriously, which was a 
hindrance to participation in breast cancer screening. The following statements from 
some of the participants demonstrate the aspect that it is a cultural thing not to go any 
medical checkup, unless when they are ill.     
Participant 1 
Women don't feel like going to hospital because they feel it is not necessary unless they 
become very ill. Preventive measures are not part of the culture 
Participant 2 
African American women feel that it is not necessary to go for screening but with 
education it can improve. 
Participant 10 
Some of the friends and people she interacts with think it is not important, some of them 
do not have health care insurance, African not taught to do it culturally 
Participant 12 
Africans don't belief in health care much. They believe they are okay as long as they are 
well they think that they do not need it. 
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Other factors affecting breast cancer screening behaviors among African American 
women 
Table 7. Other factors affecting screening in African American Women 
Procedure of Screening The mammogram procedure is painful and physical 
discomfort during screening may affect utilization of 
screening (P1, P4-P8, P10-P13) 
The discomfort discourages people from participating 
and thus a barrier to breast cancer screening. 
Coldness of breast cancer screening machines may affect 
utilization of breast cancer screening. 
P9, P10 and P12 raised issues of the coldness of the 
machine, which shows is a potential hindrance to 
participating in breast cancer screening.  
 
 Apart from culture and stereotype and education, other factors that may affect 
breast cancer screening behaviors among African American women include the 
procedure of breast cancer screening(P1-P13) and fear of the unknown  (P3, P4,P7,P10). 
On the procedure of breast cancer screening, 10 of the participants said that it was painful 
and others said that the machine were too cold and hence uncomfortable.  
 Although some of the participants went for screening as recommended despite 
having these challenges, they would prefer it changed. Some of the participants said that 
it was the pain and the discomfort that hindered them from participating in breast cancer 
screening. The fact that these women did not participate because of the challenges means 
that the challenges would affect breast cancer screening behaviors among African 
American women. 
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Three participants raised issues of the coldness of the mammogram machine as a 
challenge when they did it, which made them uncomfortable. The participants thought 
that making the machines warmer would enhance their experience and/or participation in 
breast cancer screening (P9, P10, and P12). The statements of the participants below will 
explain the concerns raised about the coldness of the machine and the procedure of breast 
cancer screening in general.  
Participant 9 
People complain about breasts being pressed and the coldness of the machine. 
Participant 10 
The most challenging thing was waiting when they said they found something was scary 
was very scary. The experience called booby smashing, the cold. It doesn't bother me but 
I wish it was warmer. 
The factors that could enhance the experience and/or utilization of breast cancer 
screening resources would be warm equipment and nice personality 
Participant 12 
The most challenging things were touching, pulling, and smashing that you are 
uncomfortable for some time and the temperatures are cold making the nipples be 
pointing.  
To enhance the experience the temperatures should not be very cold. 
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 Ten of the participants expressed concerns about the mammogram screening 
being painful (P1, P4-P8, P10-P13). Some of the participants who did not go for breast 
cancer screening as recommended listed the painful mammogram experience as the 
hindrance (P4, P7). The following statements from some of the participants will illustrate 
the concerns.   
Participant 1 
Most challenging aspect about the screening was that it was very painful because of the 
pressing. 
Participant 4 
I don't like screening because it is painful 
Mammogram extremely painful and breasts easily bruise and very ticklish. She would not 
want to be touched by anyone else 
Have had a mammogram and she felt that she was being handled too much, there was  
pain, sores, and bruises.  
Participant 7 
The concerns about breast cancer screening are horror stories she has heard about 
mammogram. She has had no mammogram but she does self examination. The burning 
sensation, a radiating pain going across chest, nipples sores and burning a little bit are 
things that have made her not participate in screening despite knowing its importance. 
However, she says that she will go for mammogram within next week or two. She says 
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that the breasts are large and sensitive and she fears going for breast cancer screening 
because of the pain.   
Table 8. Fear and breast cancer screening 
Fear Fear of the unknown may be affect utilization of 
screening resources (P3, P4, P7, and P10). 
Four of the participants indicated that fear that they 
might actually have cancer as a barrier to breast cancer 
screening among African women.  
 
 Fear of the unknown is yet another thing that could affect breast cancer screening 
behavior. Many participants raised concerns that they fear a positive result when they go 
for breast cancer screening, which limits their participation in the same (P3, 4, 7, 10).  
Statements from some of the participants on the same that will explain this aspect are as 
follows. 
Participant 3 
The most challenging aspect about breast cancer screening is being afraid of what could 
happen. 
Participant 4 
I don't like screening because it is painful and I am fearful of breast cancer detection. I do 
not do regular screening because of the fear. At 62 years old and I have only done it 
twice.  Participant 4 says that instead of mammogram she does self examination and 
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wouldn't go for mammogram because of fear of positive result and that its better she does 
not know. 
Participant 10 
The concern she has is that its fear she may find out something she does not want to find 
out, every woman there is one of those things you don't wanna find. 
The most challenging aspect of breast cancer screening was waiting when they said they 
found something was scary was very scary. 
Summary 
Most of the participants showed substantial knowledge on breast cancer 
screening. All the participants had at least some knowledge on self-breast examination 
mammogram as breast cancer screening methods. Additionally, most of the participants 
showed understanding of the benefits of breast cancer screening. Most of the people 
knew how to go about the self-breast examination to check for lumps. Additionally, most 
of them had gone for at least one session of mammogram and all of them had at least 
done self-breast examination. In addition, most of them knew about the recommendations 
on breast cancer screening as regular self-breast examination and yearly mammogram 
once a person is over 40. However, despite the knowledge on breast cancer screening and 
the recommendations about the same, some of them did not go for breast screening due to 
different reasons. However, most of them did self-breast examination as required. Most 
of the participants said that the awareness of the same among African American women 
was limited and suggested education as a way to increase the awareness.  
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The observation of the know-how about benefits and recommendation, which 
contrasted with the participation in breast cancer screening, suggests need for more 
education on accessing available resources and dispelling misleading myths and beliefs 
about breast cancer screening.  
The participants expressed a general limited know-how of the available resources 
in their community and the procedure of accessing the resources. Although a few of them 
admitted to not knowing of the available resources and the procedure of accessing the 
resources, their answers to the questions regarding the same showed a general limited 
know-how especially on the procedure of accessing the available resources. Many of the 
participants were not sure of the free mammogram resources in their community and did 
not know the procedure of accessing the same. Some of the participants admitted to not 
knowing of the available resources. Culture and stereotype was found to be a noteworthy 
factor affecting participation in breast cancer screening among African American women. 
Stereotype that genetics dictate who gets breast cancer is a major factor affecting breast 
cancer screening behaviors. 
There is a stereotype among African American women that people from families 
with no history of breast cancer are safe from breast cancer. Those with families with a 
history of breast cancer believe they are predisposed to get breast cancer and die, which 
makes them see breast cancer screening as unnecessary. On culture, handling of breasts 
by the screening technician or oneself is against the culture of the African Americans thus 
affecting their breast cancer screening behaviors. Going for screening and exposing one's 
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breasts and letting the technician touch them make them feel bare and indecent. The 
findings show that the norm for not going for medical checkups among African 
Americans is another cultural factor that affects breast screening behaviors. As one of the 
participants put it, “it is not in their culture to go for medical checkups. African 
Americans tend to think that so long as they do not feel sick, they are okay and do not 
need any checkup, including breast cancer screening”. 
Other factors that may affect breast cancer screening behaviors are the procedure 
of the screening and fear of unknown. Most of the participants did not have pleasant 
experiences when they had gone for mammogram screening. The participants expressed 
concerns on the pain that the machine causes and the coldness of the machine. From their 
responses, it was evident that the mammogram procedure left them feeling very 
physically uncomfortable. Some participants listed this as a factor why they did not go 
for screening. Fear of unknown also featured significantly in the responses why African 
American women as a factor that could affect breast cancer screening behaviors. Some 
participants feared that the results may come out positive after they have had breast 
cancer screening and thus feared the experience of having breast cancer and the treatment 
process. The participants said that they would prefer not knowing some things, and 
having breast cancer is one of those things. In Chapter 5 I offered detailed discussion, 
conclusions, and recommendations based upon the results of my study with` comparison 
to the literature review. 
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Chapter 5: Discussion, Conclusions, and Recommendations 
Introduction 
The primary purpose of this study was to explore individual barriers to breast 
cancer screening among African American women, 40 years and older, to better 
understand why breast cancer continues to be one of the principal sources of mortality 
among African-American women. Purposes also included identifying barriers to 
preventive screening for breast cancer among African American women and to explore 
the influence of personal barriers, stereotypes, socioeconomic status, culture, attitudes, 
and beliefs on the behavior of African American women in regard to breast cancer 
screening. The chapter also presents (a) an analysis of findings based on the conceptual 
framework, (b) limitations of the study, (c) recommendations, (d) implications for 
positive change, and (e) conclusions. For this phenomenological study, in-depth 
interviews were conducted with 14 African American women in an urban East Coast city.   
The barriers to breast cancer screening among African American women were  as 
follows: limited information, stereotypic beliefs, influence of the culture, the screening 
procedure, and fear of the unknown. Socioeconomic status was not seen as a significant 
factor that affects breast cancer screening behaviors. 
According to Smith and Osborn (2003), the use of phenomenological design can 
make it easier to understand participants’ personal and social world, particularly how 
participants make sense of their world. A gap exists in understanding the barriers to 
breast cancer screening among African American women who are 40 years and older.  
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 Attaining the views of African American women who are over 40 years old can 
inform researchers of what African American women think need to be done to increase 
participation in breast cancer screening among African American women who are 40 
years and older. 
In this chapter, the results will be interpreted. In addition, an explanation of the 
agreement with, disagreement with, or an extension of the understanding of previous 
research on barriers to breast cancer screening among African American women will be 
presented. .    
Interpretation of the Findings 
I collected and analyzed the data for this qualitative, phenomenological study 
using the steps recommended by Smith, Jarman, and Osborn (1999). In addition to hand 
coding, I analyzed the transcriptions in NVivo10 software for content and word analysis 
which helped in data triangulation and results to have a high level of trustworthiness and 
credibility. The major themes of the study were evaluated alongside the literature review. 
I offer interpretations of how these findings integrate into the field of barriers to breast 
cancer screening. 
Results, Confirmation, Disconfirmation, or Extension of Knowledge 
 Knowledge on breast cancer screening recommendations was found to be 
substantial among African American women. All the participants demonstrated 
knowledge of the recommendation for yearly mammogram exam. However there was 
limited knowledge on the available resources in the community for breast cancer 
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screening and how to access the resources. Participants expressed a need for more 
education to African American women on breast cancer screening. Therefore, education 
focusing on the available resources and how to access available resources is a way to 
increase awareness of breast cancer screening among African American women. 
Stereotypes and culture were found to have an effect on the utilization of breast cancer 
screening resources. The stereotype that genetics dictate who gets and who dies from 
breast cancer is a factor that affects utilization of breast cancer screening resources. 
 The culture of the norm of people attending medical checkups is a cultural aspect 
that influences utilization of the resources too. Some aspects of breast cancer screening 
like letting another person touch a woman’s breasts conflicts with cultural beliefs also 
limits utilization of the breast cancer screening resources. Other factors that may affect 
utilization of breast cancer screening resources is the pain associated with the procedure, 
the coldness of the machines, and the fear of the unknown 
Health care utilization is influenced by need-related factors, supply induced 
factors, and social characteristics among others. The behavioral model of health services 
use (BMHSU) is a model incorporating individual and contextual determinants of 
utilization of health services (Andersen, 1995). According to the model, the major 
components of contextual determinants are the predisposing factors, enabling factors, and 
need factors. Predisposing factors are factors are factors that incline people to use or not 
use healthcare and may include political perspectives, cultural norms, and collective and 
organizational values. Enabling factors are organizational and financing factors that 
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enable health services to be utilized. Enabling factors may include health policies, 
resources available within the community, health insurance status, and income among 
others. Need factors include perceived need, evaluated need, population need and 
environmental need for health services. The findings of the study confirmed the above 
model 
The effect of stereotypes and culture, limited knowledge on the resources and the 
procedure to access available breast cancer screening resources are predisposing factors 
as explained by the behavioral model of health services use model. These factors align 
African American women to not using breast cancer screening resources. The pain, the 
coldness, and the fear of the unknown are the enabling factors that influence utilization of 
breast cancer screening resources. These factors make breast cancer screening less 
desirable and thus limit utilization of the same. Need factors include the perceived health 
among African American women who do not find any need for health care, which 
prevents them from utilizing the available breast cancer screening resources. 
Rice (2000) hypothesized that any health related action would depend on two 
factors: a) Existence of sufficient motivation or a health concern, which would make the 
salient health issues relevant; b) the belief that someone is vulnerable to serious health 
condition of the perceived threat.  The theory is known as the behavioral model of health 
services use. A belief exists that following health recommendations is beneficial in 
reducing the health threat, which is subjective to acceptable costs. The costs are the 
perceived barriers that a person must overcome to follow the health recommendations. 
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According to Rice, behavioral change would need perceived seriousness of the disease, 
perceived increased likelihood of developing the disease, and perceived benefits of 
following the recommendations must outweigh the cost of overcoming the perceived 
barriers. The findings of this study confirm this hypothesis.  
 All the five participants (P1, P4, P6, P7, and P11) who did not follow the breast 
cancer screening fell in one or more of the reason not to follow recommendations. 
Although other participants had perceived barriers, they had a high perceived risk and 
seriousness of breast cancer and the benefits of breast cancer screening outweighed the 
perceived barriers. 
 Participant 1 did not follow recommendations because of her belief in natural 
health, which means that her perception of the likelihood of developing breast cancer is 
minimized, although she has a perceived seriousness of breast cancer. Participant 4 did 
not follow recommendations because she never wants to know the outcome and she 
thought she was being handled too much. In this case, the participant recognized the 
seriousness of the disease and the high likelihood of her getting it. However, the barriers, 
which are actually knowing and the discomfort in the screening process outweighs the 
perceived benefits. The participant found no benefits of breast cancer screening as she 
thought that it would just cause more trouble. Participant 6 did not follow breast cancer 
screening recommendations because of the financial issues. In this case, the participant 
does recognize the seriousness and the likelihood of developing breast cancer and she has 
perceived benefits of breast cancer screening. However, the barrier, which in this case is 
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finances outweigh the perceived benefits. Participant 7 did not follow the breast cancer 
screening recommendations because she feared the process of screening. However, she 
knows the benefits and has high perceived risk and seriousness. However, the cost of  
 breast cancer screening outweighs the benefits. Participant 11 did not follow 
recommendations because of lack of knowledge about it and the free services available. 
This means that the perceived barriers outweigh the benefits since she does not have any 
perceived benefits towards the same.  
Philips et al. (2001) found out that themes between middle income and low 
income African American women on breast cancer screening were similar. However, 
there existed differences in the types of barriers among these women. While low income 
earners expressed accessibility of healthcare as barrier to not participate in screening. 
Middle income women had other barriers. This study has replicated these findings. This 
study did not find socioeconomic status as a significant barrier to breast cancer screening 
among African American women since although most participants thought that their 
socioeconomic status influenced their screening behaviors, only one participant indicated 
that socioeconomic status is the reason she does not participate in breast cancer 
screening. However, this study was limited since most of the women interviewed 
belonged to the same socioeconomic status. Further investigation would be needed to 
find out whether socioeconomic had any effect on breast cancer screening behaviors. 
 Ahmed et al (2004) set out a study of the barriers and facilitating factors among 
regularly compliant and underserved women, which African American women were part 
of. My study found out those healthcare system barriers as one of the many barriers to 
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breast cancer screening. Pain and the discomfort of the mammography machine were part 
of the barriers found out by this study. This is confirmed by my research study that found 
out that the procedure of breast cancer screening could affect breast cancer screening 
behaviors. Mooradian (2010) also found out that pain and embarrassment that is 
associated with mammogram screening was a barrier to participating in breast cancer 
screening among minority group of women. In the current study, embarrassment has been 
linked to culture 
Ogedegbe et al (2005) found out that among minority women in America, 
including African American women and Latino women, patient attitudes and beliefs, 
accessibility of services, and social network experiences were barriers to cancer 
screening. According to the research, lack of knowledge about cancer screening, fear of 
cancer and pain were part of the attitudes and beliefs. My study confirms these barriers 
specifically on breast cancer screening as fear, pain, and insufficient knowledge 
especially about the available screening resources and the procedure to access them were 
significant barriers to breast cancer screening. The study by Ogedegbe and colleagues 
also found out that the perception that people do not need the test was a significant barrier 
to breast cancer screening. This was in line with the current study. My research findings  
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are that the perception of not needing the test was as an influence of culture and 
stereotypes among African American women. 
Bastien (2005) found out that African American women have knowledge about 
breast cancer screening and know about the recommendations. This is confirmed by my 
study that found out that African American women had adequate knowledge on breast 
cancer screening and recommendations about the same. However, the finding of my 
study contrasts Lukwago et al (2003) study which had reported lack of knowledge on 
recommendations and need for breast cancer screening. 
My study also found stereotypes to be factors affecting breast cancer screening 
behaviors. Specifically the stereotype that genetics dictate who gets breast cancer and 
who does not. In this regard, those who think that they have the genes of getting breast 
cancer, feel that there is nothing they can do to stop that. Those who feel that they do not 
have the genes of getting breast cancer; they see themselves as safe and hence do not see 
the need for healthcare. This phenomenon can be explained by the hypothesis that health 
related action depends on the existence of sufficient motivation or a health concern, and 
the belief of vulnerability to a serious health condition. However, perceived benefits must 
be greater than the perceived costs. In either group, one condition works against the 
other. There are those who thinks that they are predisposed to breast cancer and dying 
from it, the benefits of breast cancer screening fails to outweigh the costs of taking a 
health related action, in this case breast cancer screening. This group does not find any 
benefit in breast cancer screening since they think that even if they went for screening, 
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they would still get breast cancer and die from it. Participant 2 demonstrated the 
reasoning of this group very well when she said that they think that because their mother 
and their two aunts died from breast cancer, they will also get it and die from it 
irrespective of the actions to do it. Whereas this group of women has a high perceived 
risk and high perceived seriousness of the disease, the group does not participate in breast 
screening because the women think that it would not be helpful. Therefore, they would 
not be willing to overcome the barriers of participating in breast cancer screening. The 
group that think that they do not have the genes of getting breast cancer and thus feel safe 
do not perceive high risk of contracting the disease. Although they perceive seriousness 
of the disease, the fact that they do not perceive themselves as likely to get the disease 
makes them reluctant to participate in breast cancer screening. 
Brandon and Proctor (2010) found out that African Americans health perceptions 
are often inconsistent with their actual health. These perceptions about their health then 
influence the value they place in health behaviors. My study found that one of the barriers 
to participation in breast cancer screening among African American women was that it 
was the norm of the society not to go for any health checkups unless they are very ill. 
This can be explained by the Brandon and Proctor finding that health perceptions about 
themselves affect their breast cancer screening behaviors African American women think 
that their health is okay, that they live healthy lifestyles, and that God is in control and 
therefore so long as they are not in pain or feeling sick, they are healthy. Due to these  
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perceptions among African American women, they would not go for the screening. I 
found from my in-depth studies that this behavior is a cultural aspect since it is the norm 
of that particular society. 
Contribution to Science 
This study uses the phenomenological approach, which demonstrates the 
importance of lived experience. The study seeks personal perceptions and experiences of 
African American women that give important insight on the beliefs, attitudes, and 
perceived barriers to breast cancer screening among themselves as African American 
women. Perceived barriers should be considered when developing intervention measures 
to ensure heightened awareness about breast cancer screening among African Americans. 
This is to ensure complete understanding of the situation at hand and come up with 
workable solutions.  
This research also contributes to science by further supporting behavioral model 
of health services use as a practical model for evaluating the factors influencing 
utilization of health care resources. The research also supports the behavioral model of 
health services use as a practical theory in the field of perceived barriers to taking health 
related actions. The study results show that the theory would affect behaviors regarding 
health related actions such as breast cancer screening. 
Contribution to Field  
 Barriers to breast cancer screening have consequences that result in deaths of 
many American citizens from breast cancer. Breast cancer continues to be one of the 
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principle causes of women in African American societies. When compared to other 
societies, African American women are likely to die from breast cancer than other groups 
in America. Many national, state, and community programs such as National Breast and 
Cervical Cancer Early Detection Program (NBCCEDP), Friend to Friend, Proactive 
System to Improve Breast Cancer Screening, and Mammography Promotion and 
Facilitated Appointments Through Community-based Influenza Clinics, (CDC, 2015; 
RTIPS, 2015) that aim to increase awareness about breast cancer screening. Since 
African American women mortality rates are highest as a result of breast cancer, research 
investigating their perceptions is important  
I gathered detailed information on the perceptions of African American women 
regarding barriers to participating in breast cancer screening. The participant’s 
perceptions, knowledge, and experiences as regard to breast cancer screening and the 
advice to African American women and health care providers as regards to breast cancer 
screening. Further research on the perceived barriers to breast cancer screening can build 
upon my study's input. My study provides the planners of breast cancer screening 
intervention programs with important insight on awareness and effect of culture and 
stereotypes and direction that they can follow to formulate their programs in such a way 
to provide effective solutions and reduce breast cancer mortality among African 
American women.  
 
108 
 
Limitations  
The study's participants were African American women from a church in an urban 
east coast region. Therefore, a limitation of the study would be that the findings represent 
a small non probable sample that lives in a localized region and having similar 
socioeconomic status. The sample could also have been subjected to the awareness from 
the church and thus some of the perceptions and behaviors may fail to capture the general 
population's perceptions and behaviors.  Generalizability cannot extend beyond this 
particular study sample. However, the in-depth interview approach provided insight and 
themes possibly applicable to similar type groups in the United States and other regions 
of the world  
The completeness of understanding may also have been limited by the 
participants' limited amount of time. The interviews required 45- 60 minutes all of 
interviews protocol for reflective answers. Some of the participants could only afford 
15minutes, which would be too short to conduct all of interview protocol. Most of the 
participants were busy people and scheduling interviews was a bit challenging. 
Additionally, there were interruptions in some of the interviews.  Participants may have 
had inadequate time to elaborate their responses in order to save time. However, 14 in-
depth interviews yielded saturation of data and allowed answering RQs. Insightful 
findings unique to this study that adds to the literature were the following  
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Recommendations 
My study and a previous researcher (Bastien, 2005) have found that African 
American women are knowledgeable as regards to the benefits of breast cancer screening 
and recommendations. However, African American women showed limited knowledge 
on the available resources in their community and the procedure of accessing the 
available resources. Additionally, participants indicated the need for continued education 
specifically addressing myths with regards to beliefs in genetics and destiny for no cures 
and awareness of breast cancer screening. Therefore, awareness programs should focus 
on educating African American women on the available resources in the community and 
how they can access them. Seminars and organizing health festivals could be a good way 
of educating the women in the societies. Aligning with church groups and other 
community groups among Africa American women would also help increase the 
awareness on available screening resources and how to access them easily. Additional 
investigation might be performed to illustrate the educational methods that would be most 
appropriate among African American women. My research has showed that stereotype 
and cultural influences are barriers to participating breast cancer screening. The findings 
have also been showed by other researchers (Brandon & Proctor, 2010; Ogededgbe et al., 
2005). Therefore, planners of the awareness programs should consider the cultural 
aspects that are barriers to breast cancer screening such as the stereotype regarding 
genetics, the norm of people not going for checkups, and embarrassment. When talking 
about breast cancer screening among African American women, special emphasis should 
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be put on these factors and try to educate the need for screening, the risk they have of 
contracting the disease, and the seriousness of the disease. The education about these 
things will specifically enhance the BMHSU factors and thus triggering behavioral 
change towards taking up the health act that is recommended, in this case breast cancer 
screening. 
The procedure of breast cancer screening, which was painful, was found to be a 
major barrier to participation in the same by this study and previous studies (Ahmed et al, 
2004; Mooradian, 2010). Educating health care providers on the best procedures to 
improve the experience of those participating in breast cancer screening would help. 
Additionally, more education on the seriousness of the disease and the high risk of 
getting it among African American women should be encouraged to ensure that the 
perceive barriers such as pain and discomfort as acceptable costs on getting the benefits 
of breast cancer screening. Additional investigation needs to be done on whether the 
expertise and skill of the technician performing the screening has any effect on that 
person's experience. This would help choose technicians who will enhance their 
experience hence encouraging others to participate. 
Implications for Positive Social Change  
This study has showed the factors that should be considered to improve on the 
awareness of breast cancer and ensure a positive behavioral change in terms of 
participation in breast screening. Awareness programs must shift from teaching about 
recommendations and focus on teaching about available resources and how to access 
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them. The programs must also deal with stereotypes and cultural behaviors and beliefs 
that hinder uptake of breast cancer screening resources available in the community. The 
findings of this study should direct awareness program's organizers to create content that 
will cater for the actual lack of information such as informing people of the available 
breast cancer screening resources and how to access them rather than which is thought to 
be there. This way, there will be observable behavioral change towards embracing breast 
screening among African American women. 
Conclusion  
Understanding the perceptions, knowledge, and experiences of African American 
women provided insights of the perceived barriers to breast cancer screening, ways to 
increase awareness, and the effect of stereotypes on belief and behaviors regarding breast 
cancer screening. The findings of this study demonstrated that perceived barriers to breast 
cancer screening are lack of information, belief that genetics dictates who gets breast 
cancer, embarrassment, norm of people not going for health checkups, procedure of 
breast cancer screening, and fear. Awareness of breast cancer screening and prevention 
can be promoted through education, holding health festivals, and collaborating with the 
church and other community groups. Stereotypes and cultural aspects such as belief that 
genetics determine who gets breast cancer, the embarrassment of someone handling a 
woman's breasts, and norm of not going to health checkups creates barriers that are not 
worth overcoming as compared the perceived risk of getting breast cancer and the 
seriousness of breast cancer. Breast cancer screening among Africa American women 
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will increase if only education that teaches against dominant and retrogressive cultural 
beliefs such as the role of genetics and destiny in breast cancer is increased. 
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Appendix A: Informed Consent  
Barriers to Breast Cancer Prevention and Screening among African American 
Women 
You are invited to participate in a research study of barriers to breast cancer 
prevention and screening among African American Women. You are invited as a possible 
participant. The inclusion criteria are (a) African American females 40 years of age or 
older (b) ability to communicate in English language effectively (c) no previous or resent 
diagnosis of breast cancer within your community (d) participants will be African 
American women who are willing to share their professed personal barriers, stereotype, 
socio-economic status, culture, attitudes, beliefs, and how these factors may influence 
breast cancer screening. Please read this form and ask any questions you may have before 
acting on this invitation to be in the study. The purpose of this study is to better 
understand the perceptions of African American women and how these factors may 
influence breast cancer screening. If you agree to participate in this study, you will be 
asked to participate in an interview approximately 60 minute in length. The interview 
location will be in a private room where confidentiality and identity will be kept private 
at the church or mutually agreed upon location. The interview will be recorded and each 
interview will be transcribed in coded format to protect the identity of each participate. 
For example, names will not be used, but coded as Participant1 [P1], Participant2 [P2], 
etc.; thus, transcript will protect the individual’s identity. Each participant will have an 
opportunity to review the transcript related to their and verify accuracy of her comments. 
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This Member Check Step will validate the credibility of the participant’s interview 
content. Your participation in this study is strictly voluntary. Your decision whether or 
not to participate will not affect your current or future relations with Worthington 
Seventh-Day Adventist Church. There are minimal risks associated with participating in 
this study. The potential benefits of participating in this study may help in understanding 
the perceived barriers for breast cancer screening among African American Women, how 
awareness of breast cancer screening and prevention can be promoted among African 
American women and how stereotype and culture influence African American women’s 
beliefs and behavior in regard to breast cancer screening and prevention. In the event you 
experience stress or anxiety during your participation in the study you may terminate 
your participation at any time. You may refuse to answer any questions you consider 
invasive or stressful. There is no form of compensation for participation. The records of 
this study will be kept private. Research records will be kept in a locked cabinet; only the 
researcher will have access to the records. Interviews will be audio recorded for purposes 
of providing accurate description of your experience. In the event that any report of this 
study might be published, the researcher will not include any information that will 
disclose your identity. This study is being conducted by doctoral student at Walden 
university under the leadership of Dr. Diane Cortner If you have any questions feel free 
to ask now or contact me at (614) 306-6447, abosede.obikunle@waldenu.edu., 
@waldenu.edu. The Research Participant Advocate at Walden University is Leilani 
Endicot; you may contact her at 612-312-1210 or email her at IRB@waldenu.edu if you 
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have questions about your participation in this study. You will receive a copy of this form 
from the researcher. Walden University’s approval number for this study is 05-12-15-
0231648 and it expires May 11, 2016. Statement of Consent: I have read the above 
information. I have asked questions and received answers. I consent to participate in the 
study. Printed Name of Participant __________________________________________ 
Signature Date __________________________________________ _______________ 
Signature of Investigator Date _________________________________________ 
______________Signature of Investigator      Date 
_________________________________________  
 _______________ 
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Appendix B: Interview Protocol 
 
Interview Protocol 
Date: ____________________________ 
 
Interview location: _________________________ 
Name of 
Interviewer_______________________________________________________ 
Name of 
Interviewee_______________________________________________________ 
1. How would you describe your family of origin? 
2. What do you understand by breast cancer prevention and screening? 
3. What concerns do you have about locating and participating in breast cancer 
screening? 
4. How does your awareness level about breast cancer screening influence your 
utilization of the available screening resources? 
5. What are your personal barriers that have influenced your breast cancer 
screening behavior? 
6. Do you see culture and stereotype as barriers to breast cancer screening? (If 
so, in what ways) 
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7. What is your attitude and beliefs towards breast cancer screening? 
8. How knowledgeable are you about breast cancer screening recommendations? 
Please explain 
9. What are the resources available in your community for breast cancer 
screening? 
10. Do you know how to get available breast cancer screenings? Please describe 
the process. 
11. Have you ever had breast cancer screening? Please explain what type of 
screening you had and your experience. 
12. What was the most challenging aspect of breast cancer screening? 
13. What factors in your opinion would better enhance your experience and/or 
utilization of breast cancer screening? 
14. Are you employed and how would you describe your socio-economic status? 
15. Does your socio-economic status influence your breast cancer screening 
habits? 
16. Do you have health insurance? If no why and if yes, what does your insurance 
cover? 
17. What type of health insurance do you have if applicable? 
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18. How affordable is your health insurance, and what factor or factors 
determined your choice of insurance? 
19. How adequate do you think your health insurance is when compared to your 
health needs  
20. What is your advice for African American women about breast cancer 
screening? 
21. What advice do you have for healthcare providers to improve breast cancer 
screening services for African American women? 
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Appendix C: Recruitment Flyer 
VOLUNTEERS: 
African American females 40 years of age or older 
Voluntary Participation in a Doctoral Research Study on Your Perception of Barriers to 
Breast Cancer Prevention and Screening among African American Women 
Location: At Your Church 
Participation requires an interview approximately 60 minute in length 
Appreciate your potential interest in helping with this Study! 
Please email abosede.obikunle@waldenu.edu or call (614) 306-6447.  
 
THANKS! 
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Appendix D: Observation Guide 
Participant #______________ 
Based on observations: the following was noted 
 Present/Relaxed/ 
Friendly/Engaged/Interested 
Absent/Uncomfortable/ 
Unfriendly/Abrupt/Uninterested 
Comment 
Eye 
Contact 
 
Body 
Language 
 
Tone of 
Voice 
 
Answers to 
Questions 
 
Attitude  
  
  
Table 9. Observation Table 
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Appendix E: Interview Time span data 
Interview Time span data.  
Participant 1 
 Time span Content 
  
Question Answer 
1 2:40.8 - 2:57.4 How would you describe your 
family of origin? 
 
 Born and raised in Africa having 
lived in USA for many years she 
lumped into the group of African 
Americans 
 
2 2:57.4 - 4:17.0 What do you understand by breast 
cancer prevention and screening? 
 
Personal understanding: 
prevention comes from 
awareness, might be genetic but 
lifestyle pulls the gun, comes 
from education 
 
3 4:17.0 - 4:48.8  empowering of women 
 
4 4:48.8 - 7:16.7 What concerns do you have 
about locating and participating 
in breast cancer screening? 
 
Concern: I would love to 
participate but I love education 
women, the most concern is on 
education 
 
5 7:16.7 - 9:32.4 How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
believe that the screenings not 
very healthy, screening is painful 
 
6 10:13.2 - 11:37.4  seem to me that the exposition in 
screening may cause cancer  
 
7 11:37.4 - 13:17.3 What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
My knowledge in natural health 
care makes me have my 
preferences when it comes to 
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breast cancer screening 
 
8 13:17.3 - 16:13.2 Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in what 
ways) 
 
Culture may influence screening 
be in terms of poverty and lack of 
education. Exposure to rights and 
privileges women don't feel like 
going to hospital because they 
feel it’s not necessary unless they 
become very ill. preventive 
measures are not part of the 
culture 
 
9 16:13.2 - 18:17.2  stereotype plays a role because 
some think it is  genetic and think 
they can do nothing about it  
 
10 18:17.2 - 24:10.0 What is your attitude and beliefs 
towards breast cancer screening? 
 
Breast cancer screening is an 
effort towards the right direction, 
but more education and 
preventive measures should be 
given is not taken seriously 
because it doesn't really make a 
lot of money   
 
11 24:10.0 - 25:46.7 How knowledgeable are you 
about breast cancer screening 
recommendations? Please explain 
 
Very knowledgeable. 
Government expects yearly 
mammogram, take exams as 
regularly as possible 
 
12 25:46.7 - 26:59.3 What are the resources 
available in your community for 
breast cancer screening? 
 
There are free mammograms in 
some clinics for people. it is 
displayed that hospitals have free 
mammograms 
 
13 26:59.3 - 29:04.0 Do you how to get available 
breast cancer screenings? Please 
describe the process. 
I don't think I might be correct in 
the procedure because I have not 
taken one in a long time 
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14 29:04.0 - 29:30.5 Have you ever had breast cancer 
screening? Please explain what 
type of screening you had and 
your experience. 
 
I have participated 
 
15 29:30.5 - 30:17.0 What was the most challenging 
aspect of breast cancer 
screening? 
 
most challenging aspect was very 
painful because of the pressing  
 
16 30:17.0 - 31:22.9 What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
more education as to the effects of 
breast cancer on a Woman's life 
would enhance the utilization of 
screening  
 
17 31:22.9 - 32:58.5 Are you employed and how 
would you describe your socio-
economic status? 
 
Not employed, work for myself. 
socio-economic status not very 
great  
 
18 32:58.5 - 33:47.6 Does your socio-economic status 
influence your breast cancer 
screening habits? 
 
socio-economic status does affect 
screening habits  
 
19 33:47.6 - 34:36.4 Do you have health insurance? If 
no why and if yes, what does 
your insurance cover? 
 
Obama health care insurance, 
don't know what it covers 
 
20 33:53.3 - 35:39.9 How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
choice of insurance determined by 
being compulsory at the state of 
California to avoid penalty 
 
21 35:39.9 - 36:21.0 How adequate do you think your 
health insurance is when 
compared to your health needs  
 
don't have any particular health 
need 
 
22 36:21.0 - 37:50.5 What is your advice for African advice would be for African 
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American women about breast 
cancer screening? 
 
American women to be more pro 
active and take up the available 
resources to them  
 
23 37:50.5 - 41:58.0 What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
advice for health care providers to 
start looking at the causes rather 
than healing and help people 
know what is available to them  
 
24 41:58.0 - 44:05.5 Other Comments finance issue should play a role, 
family support   
 
 
Participant 2 
   
  Content 
 Time span Question Answer 
25 45:09.0 - 46:23.0 How would you describe your 
family of origin? 
 
From Africa 
 
26 46:23.0 - 47:36.6 What do you understand by breast 
cancer prevention and screening? 
 
Breast cancer prevention and 
screening. Education and 
awareness is the most important 
thing, self-breast examination, 
monthly routine self-breast 
examination. Going to the doctor 
and radiology regularly. 
everybody can be involved no 
matter the genetics   
 
27 48:18.1 - 50:01.6  It is important that everybody has 
health care insurance. has 
insurance, sees the doctor twice a 
year, people without insurance 
have health challenges 
 
28 50:01.6 - 50:42.8 What concerns do you have no problem with finding and 
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about locating and participating 
in breast cancer screening? 
 
participating screening because it 
has become a routine since the 
last two years  
 
29 56:45.4 - 56:47.1 How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
knowledge that she should do it 
twice every year she calls the 
doctor 
 
30 56:45.4 - 56:47.7 What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
Initially to be fiddling with 
herself and massaging her breasts 
didn't really make sense to her. As 
years passed she learnt that it was 
a wise thing to do  
 
31 57:51.4 - 59:52.5 Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in what 
ways) 
 
Culture and stereotype: yes, 
fiddling with self. Culture does 
not allow a woman to be playing 
with herself like that, Understand 
to change are there and they don't 
want to change. they feel that it is 
not necessary but with education 
it can improve 
 
32 59:52.5 - 
1:01:02.7 
What is your attitude and beliefs 
towards breast cancer screening? 
 
Breast cancer screening has 
helped identify breast cancer at an 
early age. screening should be 
encouraged and awareness 
introduced through education 
continued  
 
33 1:01:02.7 - 
1:02:30.7 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please explain 
 
She knows check themselves out, 
see doctors, schedule yearly 
mammogram after certain age, 
and follow up. She thinks it is 
good enough. Some people have 
to chuck a few dollars. The 
amount you put there can’t be 
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compared with benefits 
 
34 1:02:30.7 - 
1:04:41.8 
What are the resources 
available in your community for 
breast cancer screening? 
 
Free breast cancer screening. 
Even people who don't have 
insurance can get screening. 
Insurances are there to cover. A 
lot of community effort to ensure 
women has screening. 
 
35 1:04:41.8 - 
1:06:08.9 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
She knows how to get screening. 
Some organizations have free 
screening. Some people tell you 
to find a doctor if they don't have 
their own doctors with the reports. 
Unless one is not interested. those 
who are interested ask questions 
 
36 1:06:08.9 - 
1:08:16.5 
Have you ever had breast cancer 
screening? Please explain what 
type of screening you had and 
your experience. 
 
She has had screening. She does 
self examination, she goes to the 
doctor. she has had mammogram, 
which she paid for initially but 
insurance  
 
37 1:08:16.5 - 
1:09:35.5 
What was the most challenging 
aspect of breast cancer 
screening? 
 
When she did not have an 
appointment in time. It took 3 
months to see a doctor, but that 
was not a problem. the screening 
makes her feel that she is okay 
and makes her relaxed and can 
move forward 
 
38 1:09:35.5 - 
1:11:18.8 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
she is okay 
 
39 1:11:18.8 - Are you employed and how Employed, work full time waiting 
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1:12:12.1 would you describe your socio-
economic status? 
 
for retirement in a couple of 
years, she has children some in 
college but do not have a problem 
really 
 
40 1:12:12.1 - 
1:12:54.0 
Does your socio-economic status 
influence your breast cancer 
screening habits? 
 
She has education and awareness 
and teaches it. no challenge 
 
41 1:12:54.0 - 
1:13:59.8 
Do you have health insurance? If 
no why and if yes, what does 
your insurance cover? 
 
She has insurance cover. Breast 
health examination screening. 
Dental covered. Regular 
insurance. Obama care 
 
42 1:13:59.8-
1:15:22.8 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
Insurance is as per income and 
they have to adjust and make it 
work. It’s working. only concern 
is if it will cover breast health 
eyes, dental, I don't have a lot of 
health challenges 
 
43 1:15:22.8 - 
1:15:47.7 
How adequate do you think your 
health insurance is when 
compared to your health needs  
 
 I make use of the health 
insurance. She doesn't have health 
challenges. health insurance is 
adequate 
 
44 1:15:47.7 - 
1:16:20.4 
What is your advice for African 
American women about breast 
cancer screening? 
 
Advise them to breast screening. 
Self examination is most 
important. Water therapy. Use of 
water washing up. Watching up 
with doctors. It’s not that you 
must place yourself as a sick 
person to get attention. It is 
important to ensure you have 
adequate health. Utilize what you 
have in the community what you 
can do naturally for yourself. 
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Food wise, physically, hydro 
therapy to help you keep in shape. 
Do screening and check yourself 
up as needed. It doesn't hurt.  
some of them are less 
 
45 1:16:20.4 - 
1:16:45.2 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Education. Most times problems 
came up because they don't know. 
Education, information, creating 
awareness. Tell them when they 
are healthy. 
 
46 1:16:45.2 - 
1:17:22.3 
Other Comments Health is wealth and it is a 
privilege which they can create 
and help put into place. They 
have a duty to humanity to live 
their part. My family had breast 
cancer, m----had breast cancer. I 
can change my DNA by doing 
what they did not do right. 
orientation, education, creating 
awareness 
 
Participant 3 
  Content 
 Time 
span 
Question Answer 
1 0:00.0 - 
1:30.6 
How would you describe your 
family of origin? 
 
From Africa, Nigeria. citizens of USA 
 
2 1:30.6 - 
2:40.9 
What do you understand by breast 
cancer prevention and screening? 
 
Mammogram screening is very common in women 
when you notice a lump in the breast you go to the 
doctor quickly and the doctor will send you to 
mammogram and if it is positive you go to surgery. 
examine the breast every day and if you feel that 
there is something wrong with it you go find a 
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doctor 
 
3 2:40.9 - 
5:02.3 
What concerns do you have about 
locating and participating in 
breast cancer screening? 
 
There are places where screening is done. Look 
online, ask a doctor or go hospitals, sometimes on 
TV they try to educate, no issues about locating. No 
problems in participating. If there is any weird it is 
good to participate it is better for one to go in time to 
know whether you have it or not. it is good to be 
knowledgeable about the breast cancer and the body 
to do the test, no concerns  
 
4 5:02.3 - 
6:10.1 
How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
Any time she goes to the doctor's visit she is given 
some pamphlets, in TV, and radio. Sure she does the 
screening. high level 
 
5 6:10.1 - 
7:58.9 
What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
No barrier. as soon as it is time to go to screening 
she does it, nothing stops her 
 
6 7:58.9 - 
9:33.2 
Do you see culture and stereotype 
as barriers to breast cancer 
screening? (If so, in what ways) 
 
Before the advent of civilization. touching your 
breast is not a good thing 
 
7 9:33.2 - 
10:37.8 
What is your attitude and beliefs 
towards breast cancer screening? 
 
Positive attitude to anything that makes her live 
longer, no opposition to screening. she beliefs it 
should be done 
 
8 10:37.8 - 
11:34.2 
How knowledgeable are you about 
breast cancer screening 
recommendations? Please explain 
 
very knowledgeable  
 
9 11:34.2 - 
12:09.4 
What are the resources available 
in your community for breast 
cancer screening? 
 
most important thing in the community they put 
posters trying to tell where you can go for screening, 
pass information, tell them notices about where to 
go and what to do 
 
10 12:09.4 - 
13:09.7 
Do you how to get available 
breast cancer screenings? Please 
when she goes to the center where she does the 
screening, she is explained to what she is going to 
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describe the process. 
 
do and given material to wear and she is directed to 
the mammogram machine 
 
11 13:09.7 - 
15:03.4 
Have you ever had breast cancer 
screening? Please explain what 
type of screening you had and 
your experience. 
 
She has done mammogram before. About 20 times, 
good experience. The machine presses the breasts 
and she can see her breasts on the screen although 
she does not know how to interpret. no discomfort 
 
12 15:03.4 - 
15:50.5 
What was the most challenging 
aspect of breast cancer screening? 
 
. afraid of what could happen 
 
13 15:50.5 - 
17:06.1 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
sophisticated equipment nowadays makes her happy 
that there is opportunity to screen, 
 
14 17:06.1 - 
18:18.7 
Are you employed and how 
would you describe your socio-
economic status? 
 
Not employed but retired. she is good 
 
15 18:18.7 - 
19:15.9 
Does your socio-economic status 
influence your breast cancer 
screening habits? 
 
social economic status does not affect screening 
 
16 19:15.9 - 
19:38.7 
Do you have health insurance? If 
no why and if yes, what does your 
insurance cover? 
 
Health insurance. full insurance Medicare and 
medicate, Molina is health provider, Covers all her 
health needs  
 
17 19:38.7 - 
20:35.3 
How affordable is your health 
insurance, and what factor or 
factors determined your choice of 
insurance? 
 
 low income earner the state takes responsibility of 
the insurance 
 
18 20:35.3 - 
21:37.6 
How adequate do you think your 
health insurance is when 
compared to your health needs  
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19 21:37.6 - 
22:39.2 
What is your advice for African 
American women about breast 
cancer screening? 
 
Advice on African American: going for screening is 
okay. should try to do self examination to check for 
any pain or any lump  
 
20 22:39.2 - 
23:47.9 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
 Make it twice a year. 
 
21 23:47.9 - 
26:26.0 
Other Comments have group discussions too for more learning about 
breast cancer screening 
 
Participant 4 
  Content 
 Time span Question Answer 
1 0:00.0 - 
2:12.3 
How would you describe your 
family of origin? 
 
Originate in America. born in the south Mississippi 
 
2 2:12.3 - 
3:07.5 
What do you understand by 
breast cancer prevention and 
screening? 
 
Self examination and breast screening to detect 
early breast cancer. Screening is fearful. once you 
have detected breast cancer is fearful  
 
3 3:07.5 - 
6:10.4 
What concerns do you have 
about locating and 
participating in breast cancer 
screening? 
 
I don't like screening because it is painful, fearful of 
breast cancer detection. Doesn’t do regular because 
of the fear. 62 years old and has only done it twice. 
Went to doctor’s office for screening. Equipment 
and screening was very painful. Put on the machine 
and squeeze. She does self examination.  
 
4 6:10.4 - 
8:26.1 
How does your awareness 
level about breast cancer 
screening influence your 
utilization of the available 
screening resources? 
Instead of mammogram does self examination. 
Wouldn’t go for mammogram. She wouldn't go for 
mammogram for fear of positive result. its better 
she does not know 
 
5 8:26.1 - 
11:02.2 
What are your personal 
barriers that have influenced 
Family members have had breast cancer and it was 
detected early and the process she went through she 
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your breast cancer screening 
behavior? 
does not want to go through that. Losing hair is 
most challenging and she loves people. find it 
extremely painful and breasts easily bruise and very 
ticklish she wouldn't want to be touched by anyone 
else 
 
6 11:02.2 - 
19:40.5 
Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in 
what ways) 
 
Doesn’t think culture contributes to any behavior. 
She wouldn't take the treatment because she thinks 
she has lived her life and would live it for someone 
else. Causes of breast cancer may have come from 
nourishing babies for European American people. 
Most African American women do not do self 
examination or go to screening. African American 
uses their hands more than the European American 
women do.  
 
7 19:40.5 - 
21:21.6 
What is your attitude and 
beliefs towards breast cancer 
screening? 
 
There must be a different better way for breast 
screening other than mammogram. the screening 
process is most challenging, the way the breasts are 
handled 
 
8 21:21.6 - 
22:56.2 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
Knowledge is good; she has been in the medical 
field for a long time. however, following them is 
the issue 
 
9 22:56.2 - 
23:55.8 
What are the resources 
available in your community 
for breast cancer screening? 
 
Free breast screening at different places. There is 
no time you can't go for breast screening. there has 
never a reason for having breast screening if you 
want it 
 
10 23:55.8 - 
25:07.2 
Do you how to get available 
breast cancer screenings? 
Please describe the process. 
 
In the health clinic there are flyers and you can ask 
the doctor even if you had gone there for anything 
else.  
 
11 25:07.2 - 
26:27.7 
Have you ever had breast 
cancer screening? Please 
Have had a mammogram. She felt that she was 
being handled too much; there was pain, sores, and 
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explain what type of screening 
you had and your experience. 
 
bruises. she did not like it 
 
12 26:27.7 - 
27:24.9 
What was the most challenging 
aspect of breast cancer 
screening? 
 
Being there, never wanted to know, never wanted 
to know the outcome. To go again never. she had 
the last screening ten years when she was in her 
fifties the first one when she was in her forties 
 
13 27:24.9 - 
31:33.4 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
Elimination of some of the presses, the toleration 
the touch. The equipment should be improved. The 
procedures of pressing and touching, the way the 
machine compresses. instruct the woman where to 
place where to touch, how to handle the machine 
 
14 31:33.4 - 
33:26.7 
Are you employed and how 
would you describe your 
socio-economic status? 
 
Employed. Not a rich but makes a decent living. 
She manages; she can help her children and grand 
children and can retire if she wants. she can take 
care of her needs 
 
15 33:26.7 - 
34:20.3 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
 It does not. she can get what she needs 
 
16 34:20.3 - 
35:02.6 
Do you have health insurance? 
If no why and if yes, what does 
your insurance cover? 
 
Yes. Covers all her medical expenses at the point 
that it is at minimal. 
 
17 35:02.6 - 
35:27.8 
 Med life insurance. Does not have older health 
insurance. 
 
18 35:27.8 - 
36:08.9 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
med life is for the company that she works for and 
it is affordable, comfortable with it 
 
19 36:08.9 - 
36:43.7 
How adequate do you think 
your health insurance is when 
Adequacy is good. She doesn't take medication for 
anything she does not go to the doctor regularly. 
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compared to your health needs  
 
covers her health needs  
 
20 36:43.7 - 
37:37.5 
What is your advice for African 
American women about breast 
cancer screening? 
 
 Encourage them to have screening. by all means 
have mammogram and do self examination 
 
21 37:37.5 - 
38:27.4 
What advice do you have for 
healthcare providers to 
improve breast cancer 
screening services for African 
American women? 
 
Please eliminate some of the equipment. Don’t 
handle so much of the breasts. Make the woman 
anticipate more on the touching and pressing. 
eliminate pain 
 
22 38:27.4 - 
40:09.7 
Other Comments the cost of screening, the process of having cancer 
is the greatest fear 
 
Participant 5 
  Content 
 Time span Question Answer 
1 0:00.0 - 3:21.3 How would you describe 
your family of origin? 
 
Father African America, mother Indian 
America. grew up in North Carolina 
 
2 3:21.3 - 6:33.5 What do you understand by 
breast cancer prevention and 
screening? 
 
Very important to be screened for all 
health issues and especially for breast 
cancer screening. She does yearly 
mammogram at the mammogram center. 
Husband does her examination per 
month and he knows what he is doing. he 
thinks it is fun 
 
3 6:33.5 - 7:25.4 What concerns do you have 
about locating and 
participating in breast cancer 
screening? 
 
I have been able to have screening within 
my own community 
 
4 7:25.4 - 8:52.2 How does your awareness 
level about breast cancer 
Its more comfortable knowing that the 
resources are there, there are even 
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screening influence your 
utilization of the available 
screening resources? 
mobile units for those who cannot go to 
the center 
 
5 8:52.2 - 10:39.2 What are your personal 
barriers that have influenced 
your breast cancer screening 
behavior? 
Doing well in that regard 
 
6 10:39.2 - 
11:20.6 
Do you see culture and 
stereotype as barriers to 
breast cancer screening? (If 
so, in what ways) 
 
Some African America women feel they 
don't feel that they need to have to see 
the doctor. They think that their diet is 
healthy and cannot get it. I can do certain 
foods I can do abs, I will be fine 
 
7 11:20.6 - 
12:09.5 
What is your attitude and 
beliefs towards breast cancer 
screening? 
 
It’s much needed. although that she is 
very spiritual they need to know they are 
in 21st century and take up available 
resources 
 
8 12:09.5 - 
13:41.5 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
She does know. Mammogram every 
year. African America women have 
stress issues. society does  a poor job on 
stereotypes about African American 
women 
 
9 13:41.5 - 
14:38.8 
What are the resources 
available in your 
community for breast 
cancer screening? 
 
Women's clinic. Mammogram center. 
Mammogram screening. Mobile 
mammogram machines. Adequate 
resources. 
 
10 14:38.8 - 
15:31.7 
Do you how to get available 
breast cancer screenings? 
Please describe the process. 
 
Receive a letter reminding about 30-
60days she is supposed to do 
mammogram 
 
11 15:31.7 - 
16:31.2 
Have you ever had breast 
cancer screening? Please 
explain what type of 
screening you had and your 
She has had screening mammogram. 
Lifting breasts. at first it was a little sore 
but machines have become better 
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experience. 
 
12 16:31.2 - 
17:46.2 
What was the most 
challenging aspect of breast 
cancer screening? 
 
 First hesitant about showing breasts as it 
was not modesty. Concern about being 
bare.  
 
13 17:46.2 - 
18:47.5 
What factors in your opinion 
would better enhance your 
experience and/or utilization 
of breast cancer screening? 
 
Have another African American woman 
do it other than a European American 
female. Because another African 
American female might understand what 
you are going though. 
 
14 18:47.5 - 
19:19.7 
Are you employed and how 
would you describe your 
socio-economic status? 
 
Employed. social economic would be 
considered upper middle class 
 
15 19:19.7 - 
19:57.6 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
If you had the money and the insurance 
resources having more money have 
influenced her habits 
 
16 19:57.6 - 
21:34.6 
Do you have health 
insurance? If no why and if 
yes, what does your 
insurance cover? 
 
Has health insurance. United health care. 
Covers all her medical needs. All 
inclusive health insurance. 
 
17 21:34.6 - 
23:20.4 
How affordable is your 
health insurance, and what 
factor or factors determined 
your choice of insurance? 
How adequate do you think 
your health insurance is 
when compared to your 
health needs  
 
Afford ability of health insurance. Where 
she works. premiums are very 
reasonable, very affordable, very 
adequate health insurance cover 
 
18 23:20.4 - 
23:56.5 
What is your advice for 
African American women 
about breast cancer 
Have adequate screening with a health 
provider 
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screening? 
 
19 23:56.5 - 
24:51.2 
What advice do you have for 
healthcare providers to 
improve breast cancer 
screening services for 
African American women? 
 
Figure out somewhat to make it 
accessible and comfortable to go there 
and no one looks down on them  
 
20 24:51.2 - 
27:11.0 
Other Comments Get dialogue from women. Social 
economic influences. job differences 
 
    
    
Participant 6 
 Time span Content 
  Question Answer 
1 0:00.0 - 
2:26.4 
How would you describe 
your family of origin? 
 
family comes from Liberia but US citizen and 
has lived in Us for over 40 years 
 
2 2:26.4 - 
6:35.2 
What do you understand by 
breast cancer prevention and 
screening? 
 
Prevention is things that you do to stop you 
from getting breast cancer like screening. 
Education puts one in a position to do what 
you need to do not to get it. Culture to take 
precaution, voodoo- practicing black 
medicine. Self education. People don't know 
the information is available. Able to go to any 
health care provider and get screening, knows 
mammogram and self-breast cancer exam. 
most times the lump is found by oneself  
 
3 6:35.2 - 
7:35.9 
What concerns do you have 
about locating and 
participating in breast cancer 
screening? 
 
The education is not where it is supposed to 
do. People do not have an idea and know 
where they can go to screening. Education is 
important. 
 
4 7:35.9 - How does your awareness Always aware that she has to take the 
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8:38.4 level about breast cancer 
screening influence your 
utilization of the available 
screening resources? 
initiative to do what she got to do like self 
examination and education and there are 
opportunities to participate 
 
5 8:38.4 - 
10:31.1 
What are your personal 
barriers that have influenced 
your breast cancer screening 
behavior? 
Finances, inadequate health insurance 
because of the present medical condition. 
 
6 10:31.1 - 
12:34.0 
Do you see culture and 
stereotype as barriers to 
breast cancer screening? (If 
so, in what ways) 
 
Culture that every time somebody dies is due 
to somebody and nobody dies of natural 
causes. blacks are more prone to having 
breast cancer than European American but it 
is because the European American have 
access and know better and better health 
insurance  
 
7 12:34.0 - 
13:22.5 
What is your attitude and 
beliefs towards breast cancer 
screening? 
 
You have to it, you have to initiate it. take 
every opportunity that you have instead of 
waiting for the annual screening which you 
might not go to 
 
8 13:22.5 - 
14:37.9 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
Knowledge from experience and people, who 
have had breast cancer, has a friend who is 
going through chemotherapy. they give 
education and insights and she reads a lot of it 
 
9 14:37.9 - 
15:42.4 
What are the resources 
available in your 
community for breast 
cancer screening? 
 
 The library, public health facilities, all health 
care providers have information, TV, Radio, 
Face book 
 
10 15:42.4 - 
16:38.6 
Do you how to get available 
breast cancer screenings? 
Please describe the process. 
 
Starts from gynecologist and her. What she is 
doing to educate and diet. exposure to sun not 
necessarily to breast but cancer 
 
11 16:38.6 - 
18:31.2 
Have you ever had breast 
cancer screening? Please 
She has had screening in the sense she had 
full coverage. Mammogram and everything 
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explain what type of 
screening you had and your 
experience. 
 
was okay. but because she does not have 
insurance and therefore she doesn't do what 
she would like to do 
 
12 18:31.2 - 
19:55.7 
What was the most 
challenging aspect of breast 
cancer screening? 
 
 Mammogram, there could be a more humane 
way of doing it. It’s very traumatic. the 
process of mammogram 
 
13 19:55.7 - 
21:29.6 
What factors in your opinion 
would better enhance your 
experience and/or utilization 
of breast cancer screening? 
 
Insurance issues should be taken care of. The 
method of mammogram is very cruel. it’s 
very painful 
 
14 21:29.6 - 
22:58.6 
Are you employed and how 
would you describe your 
socio-economic status? 
 
Self employed. Work limited due to personal 
inabilities physical do the work. Financially 
below the poverty level, which affects her 
life? But the situation is temporary. hopefully 
she can go back once it is sorted out 
 
15 22:58.6 - 
23:52.0 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
it is affects about mammogram but she does 
self examination 
 
16 23:52.0 - 
24:48.3 
Do you have health 
insurance? If no why and if 
yes, what does your 
insurance cover? 
 
I have the affordable care health insurance 
and she is sure issues have been resolved but 
she had issues because she had registered 
twice.  
 
17 24:48.3 - 
25:26.6 
How affordable is your 
health insurance, and what 
factor or factors determined 
your choice of insurance? 
 
She does not have a choice and she uses what 
is available to her right now. $150 per month 
 
18 25:26.6 - 
26:14.1 
How adequate do you think 
your health insurance is 
when compared to your 
health needs  
adequate, but right now there is a question 
whether it should continue, which can get all 
her health needs met 
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19 26:14.1 - 
27:11.3 
What is your advice for 
African American women 
about breast cancer 
screening? 
 
Take energy we have to take care of their 
health. they should be control of their own 
health 
 
20 27:11.3 - 
28:57.3 
What advice do you have for 
healthcare providers to 
improve breast cancer 
screening services for 
African American women? 
 
You don't have to wait for a gynecologist to 
do breast screening. All doctors should be 
equipped to screen. Encourage women to do 
screening. they should do holistic care 
 
21 28:57.3 - 
31:15.4 
Other Comments Initiate own screening and see the doctor, 
exam should be in reasonable time so that 
people do not forget. Good to have good 
health insurance. A little health insurance is 
better than none. Do follow up and preventive 
care. Make use of the resources that they 
have.  
 
Participant 7 
  Content 
 Time span Question Answer 
1 0:00.0 - 
2:10.8 
How would you describe your 
family of origin? 
 
African American, some Indian some 
Caucasian 
 
2 2:10.8 - 
3:19.3 
What do you understand by breast 
cancer prevention and screening? 
 
Screening is very important because early 
detection is very important. Having a 
mammogram. self tests by palpating the 
breasts feeling for lumps 
 
3 3:19.3 - 
5:15.7 
What concerns do you have about 
locating and participating in 
breast cancer screening? 
 
Horror stories she has heard about 
mammogram. She has had no 
mammogram. She does self examination. 
Burning sensation, a radiating pain going 
across chest, nipples sores and burning a 
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little bit. Within next week or two will go 
for mammogram, breasts are large and 
sensitive fearing because of the pain.   
 
4 5:15.7 - 
6:57.3 
How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
I know it is available and very popular. 
She has always about it, very aware about 
what point of life one should be pro 
active. She is aware of her being over 40 
and African American women. aware 
about where she is supposed to go but she 
is just making excuses  
 
5 6:57.3 - 
10:11.5 
What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
About being scared about the whole thing. 
The pain very uncomfortable. The breasts 
are very large if the breasts weren't so 
large she would have gone there. But she 
is going very soon with breasts so large 
they are flattened like a pancake and has 
delayed going for screening. fear of 
unknown  
 
6 10:11.5 - 
12:51.5 
Do you see culture and stereotype 
as barriers to breast cancer 
screening? (If so, in what ways) 
 
Culture and stereotype: social economic 
status would be a barrier. Low don't go to 
doctors often. They have low education 
level. They don't feel that it is self 
important. They feel that nobody is taking 
time to educate them. they feel they may 
dangerous or not comfortable going in 
there because of low exposure to 
education and importance of prevention 
 
7 12:51.5 - 
13:44.9 
What is your attitude and beliefs 
towards breast cancer screening? 
 
It is great; the mom had breast cancer and 
found out. it is well need and screening 
are available; 
 
8 13:44.9 - 
14:52.4 
How knowledgeable are you about 
breast cancer screening 
She knows 40 years old mammogram. she 
didn't go because of fears 
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recommendations? Please explain 
 
 
9 14:52.4 - 
16:39.1 
What are the resources available 
in your community for breast 
cancer screening? 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
 
There are doctors. It is not a complicated 
process. she knows how to get available 
screening resources 
 
10 16:39.1 - 
18:03.2 
Have you ever had breast cancer 
screening? Please explain what 
type of screening you had and 
your experience. 
 
She has had no screening; she is now on 
the process. 
 
11 18:03.2 - 
19:03.1 
What was the most challenging 
aspect of breast cancer screening? 
 
actually going and seeing what it is about 
 
12 19:03.1 - 
19:31.4 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
 
13 19:31.4 - 
21:45.6 
Are you employed and how 
would you describe your socio-
economic status? 
 
Self employed. middle class 
 
14 21:45.6 - 
22:32.5 
Does your socio-economic status 
influence your breast cancer 
screening habits? 
 
It should influence, she is well aware but 
didn't still go. but it could affect someone 
 
15 22:32.5 - 
24:38.5 
Do you have health insurance? If 
no why and if yes, what does your 
insurance cover? 
How affordable is your health 
insurance, and what factor or 
factors determined your choice of 
She doesn't have any insurance because 
she is self employed and it is hard but she 
is streamlining the situation. 
 
168 
 
insurance? 
What is your advice for African 
American women about breast 
cancer screening? 
How adequate do you think your 
health insurance is when 
compared to your health needs  
 
 
16 24:38.5 - 
26:21.0 
What is your advice for African 
American women about breast 
cancer screening? 
 
Advice for African American women. 
Don’t be discouraged, get more 
information about screening.  
 
17 26:21.0 - 
28:03.5 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Health care providers. Go into the 
communities educating them. having 
seminars and go to places where they may 
not have information 
 
Participant 8 
  Content 
 Time span Question Answer 
1 0:00.0 - 2:00.0 How would you describe your 
family of origin? 
 
Parents originally from Africa. has 
lived in Us for more than 40 years 
 
2 2:00.0 - 3:28.7 What do you understand by 
breast cancer prevention and 
screening? 
 
At a certain age you have to have 
your mammogram done and prior to 
that at age of 20 self examining 
yourself. Starts at an early age. Look 
at family history. screening means 
self examination, mammograms, read 
literature for other tools 
 
3 3:28.7 - 4:38.8 What concerns do you have 
about locating and participating 
in breast cancer screening? 
 
There are available venues to locate 
to find screening; it’s just a matter of 
looking what is available in your 
community. No concerns.  
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4 4:38.8 - 5:38.8 How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
. Been around health care for a long 
time. Because of that knowledge she 
has been very aware of that. 
 
5 5:38.8 - 7:15.8 What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
Awareness has made it that herself 
and people around her have 
screening. You feel that you are a 
healthy person, eat well, and have no 
other disease. no family history of 
breast cancer 
 
6 7:15.8 - 9:00.7 Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in 
what ways) 
 
Not discussed as people think that if 
you talk about it you get the disease. 
low income person and not educated 
you looked upon at 
 
7 9:00.7 - 9:46.4 What is your attitude and beliefs 
towards breast cancer screening? 
 
Strongly belief in screening and 
educating because it can save life  
 
8 9:46.4 - 10:51.1 How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
Knowledgeable about 
recommendations 
 
9 10:51.1 - 
11:53.6 
What are the resources 
available in your community 
for breast cancer screening? 
 
Clinic in the neighborhood with a 
breast specialist 
 
10 11:53.6 - 
13:16.4 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
Yes there are flyers and own 
physician usually recommends 
screening.  
 
11 13:16.4 - 
14:16.2 
Have you ever had breast 
cancer screening? Please 
explain what type of screening 
you had and your experience. 
She has had screening. Mammogram 
yearly. Not the best experience, but 
the last has been better because the 
nurses have improved because of 
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 more information. it is very painful 
 
12 14:16.2 - 
14:50.6 
What was the most challenging 
aspect of breast cancer 
screening? 
 
Getting the time to schedule it, and 
mind is how painful the mammogram 
is 
 
13 14:50.6 - 
16:37.7 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
Enhance experience: sensitivity of 
the technicians doing the screening, 
understanding how it is painful. 
Large breasts are painful. Well 
trained technicians to understand 
how very painful and difficult it is  
 
14 16:37.7 - 
16:59.1 
Are you employed and how 
would you describe your socio-
economic status? 
 
employed considered middle class 
 
15 16:59.1 - 
17:19.6 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
influences since she has money and 
insurance she does it 
 
16 17:19.6 - 
18:00.3 
Do you have health insurance? 
If no why and if yes, what does 
your insurance cover? 
 
She has health insurance. it covers 
some screening but she pays some 
from her pocket 
 
17 18:00.3 - 
18:35.6 
 Deductible health insurance. Edna 
Insurance 
 
18 18:35.6 - 
19:12.5 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
payment is very hard, determined by 
the family member with limited 
potential 
 
19 19:12.5 - 
19:46.4 
How adequate do you think 
your health insurance is when 
compared to your health needs  
 
health insurance covers health needs 
apart from all screening 
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20 19:46.4 - 
21:15.1 
What is your advice for African 
American women about breast 
cancer screening? 
 
Be more aware and follow the 
recommendations of the physicians 
and have insurance although it’s an 
issue of economics. make it a priority 
to go for screening 
 
21 21:15.1 - 
22:09.7 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Offer free screening, team up with 
insurance companies to screen. 
making sure the technicians are 
trained well to reduce pain  
 
Participant 9 
  Content 
 Time span Question Answer 
1 0:00.0 - 
1:36.0 
How would you describe your 
family of origin? 
 
Immigrant from Nigeria. Lived in 
America for almost 29years 
 
2 1:38.1 - 
2:39.0 
What do you understand by breast 
cancer prevention and screening? 
 
With early detection you can be 
cured. As a woman you should 
check every month after monthly 
periods for self examination, pap 
smear. do mammogram every year 
 
3 2:39.0 - 
5:43.3 
What concerns do you have 
about locating and participating 
in breast cancer screening? 
 
No concerns have a friend who had 
been diagnosed ten years now she is 
okay.  
 
4 5:43.3 - 
6:26.2 
How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
very knowledgeable 
. Encourage people and she goes for 
hers too.   
5 6:26.2 - 
7:05.6 
What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
Wish the machine to be warm its 
cold and she hates the coldness of 
the mammogram machine 
 
6 7:05.6 - Do you see culture and Culture/stereotype: people are not 
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8:58.5 stereotype as barriers to breast 
cancer screening? (If so, in what 
ways) 
 
educated enough, availability of 
insurance. There is free 
mammogram but people may not 
know about it. There are many 
opportunities. financial barrier 
 
7 8:58.5 - 
10:44.5 
What is your attitude and beliefs 
towards breast cancer screening? 
 
apron breast cancer screening 
 
8 10:44.5 - 
12:08.7 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please explain 
 
very knowledgeable 
 
9 12:08.7 - 
13:20.4 
What are the resources 
available in your community for 
breast cancer screening? 
 
 Many community activities, free 
breast screening. Annual Asian 
festival where there the 
mammograms. Mobile 
mammograms. want people to pre 
register 
 
10 13:20.4 - 
16:35.2 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
Have you ever had breast cancer 
screening? Please explain what 
type of screening you had and 
your experience. 
 
Knows how to get the available 
resources. Every year using Ohio 
health mammogram. you can walk 
in and have your mammogram done, 
she has had mammogram 
 
11 16:35.2 - 
19:08.6 
What was the most challenging 
aspect of breast cancer 
screening? 
 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 People complain about breasts 
being pressed and the coldness of 
the machine. The experience very 
nice. don't use perfume or deodorant 
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12 19:08.6 - 
19:39.6 
Are you employed and how 
would you describe your socio-
economic status? 
 
Employed, consider herself 
comfortable. class between middle 
class and rich 
 
13 19:39.6 - 
20:15.6 
Does your socio-economic status 
influence your breast cancer 
screening habits? 
 
social economic status influences 
because she is knowledgeable and 
have medical insurance coverage 
 
14 20:15.6 - 
21:40.6 
Do you have health insurance? If 
no why and if yes, what does 
your insurance cover? 
 
Has health care insurance. Covers 
mammogram fully, utilize 
mammogram. optimal health 
insurance, part of Ohio health 
 
15 21:40.6 - 
23:37.4 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
How adequate do you think your 
health insurance is when 
compared to your health needs  
Affordable, does not have a choice 
but she would go with the lowest 
pay. look at afford ability, very 
adequate health insurance 
 
16 23:37.4 - 
27:54.1 
What is your advice for African 
American women about breast 
cancer screening? 
 
People should screen no matter the 
family history and age. Do self 
examination usually after the period 
or date of your birthday if you are 
menopausal. go for screening even 
after mastectomy 
 
17 27:54.1 - 
29:45.8 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Education, promote primary 
prevention 
 
18 29:45.8 - 
32:04.3 
Other Comments have posters that show how to do 
self examination to be hang in the 
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bathroom 
 
Participant 10 
  Content 
 Time span Question Answer 
1 0:00.0 - 
1:26.1 
How would you describe your 
family of origin? 
 
mother and father African born in Africa 
and became us citizen been America for 
more than 40 years 
 
2 1:26.1 - 
2:28.6 
What do you understand by 
breast cancer prevention and 
screening? 
 
Doing what you need to do to prevent 
through mammogram and self 
examination. Having a regular doctor to 
direct you to mammogram, self-breast 
examination is recommended. doesn't do 
it regularly 
 
3 2:28.6 - 
4:03.3 
What concerns do you have 
about locating and 
participating in breast cancer 
screening? 
 
Every woman there is one of those things 
you don't want to find. Fearful concern. 
don't have any problem finding screening 
services 
 
4 4:03.3 - 
5:52.7 
How does your awareness 
level about breast cancer 
screening influence your 
utilization of the available 
screening resources? 
Very privileged by working in oncology 
nursing. involved in teaching and 
educating women and because of that it 
has increased awareness, very aware of 
location and need which encourages her to 
continue 
 
5 5:52.7 - 
6:45.8 
What are your personal 
barriers that have influenced 
your breast cancer screening 
behavior? 
laziness and forgetfulness, and making 
time  
 
6 6:45.8 - 
10:10.8 
Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in 
what ways) 
Probably not. Some of friends and people 
she interacts with think it’s not important, 
some of them do not have health care 
insurance, African not taught to do it 
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 culturally. Stereotype is hard for her to 
say. It is based on individual need. how do 
her as a woman is good for her  
 
7 10:10.8 - 
11:31.0 
What is your attitude and 
beliefs towards breast cancer 
screening? 
 
Screening is important. Do concern 
themselves get exposed to. is it important 
to do mammogram every year 
 
8 11:31.0 - 
12:53.9 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
she knows about the recommendation of 
doing it every single year 
 
9 12:53.9 - 
13:46.2 
What are the resources 
available in your community 
for breast cancer screening? 
 
Knowledge and awareness of the 
resources available through the doctor 
through the community. There are free 
services for breast cancer exam.  
 
10 13:46.2 - 
15:13.0 
Do you how to get available 
breast cancer screenings? 
Please describe the process. 
 
If you have a doctor he should 
recommend. if you have a doctor or 
insurance you can go to a free clinic and 
ask for free mammogram screening 
 
11 15:13.0 - 
16:03.1 
Have you ever had breast 
cancer screening? Please 
explain what type of screening 
you had and your experience. 
 
Self examination and mammogram. two 
or three of them they found something 
which was scary but found it was some 
tissues 
 
12 16:03.1 - 
17:32.5 
What was the most challenging 
aspect of breast cancer 
screening? 
 
Waiting when they said they found 
something was scary was very scary. The 
experience called booby smashing, the 
cold. it doesn't bother her but wishes it 
was warmer 
 
13 17:32.5 - 
18:06.2 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
warm equipment and nice personality, 
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breast cancer screening? 
 
14 18:06.2 - 
18:22.4 
Are you employed and how 
would you describe your 
socio-economic status? 
 
employed, comfortable, not rich not poor 
 
15 18:22.4 - 
19:21.4 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
Its hard question, she doesn't know what 
she could do if she did not have the 
resources. economic does not affect the 
decision 
 
16 19:21.4 - 
20:05.7 
Do you have health insurance? 
If no why and if yes, what does 
your insurance cover? 
 
she has health insurance and coverage is 
okay 
 
17 20:05.7 - 
20:40.9 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
Did not have choice for the type of 
insurance. it is expensive but they have to 
pay 
 
18 20:40.9 - 
21:00.6 
How adequate do you think 
your health insurance is when 
compared to your health needs  
 
very adequate health insurance 
 
19 21:00.6 - 
23:37.9 
What is your advice for African 
American women about breast 
cancer screening? 
 
No matter how people view you, you got 
have to look at you and decide you need 
to take care of yourself health wise. There 
are resources there and they need to tap 
into the resources available. If you value 
who you are you have to make the 
decision to do what you can to save you. 
ask each other whether they have done 
their mammogram 
 
20 23:37.9 - 
24:47.6 
What advice do you have for 
healthcare providers to 
improve breast cancer 
When you see a woman in the clinic. have 
the initial assessment to ask when did you 
do your last mammogram exam as 
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screening services for African 
American women? 
 
admission assessment 
 
21 24:47.6 - 
26:23.1 
Other Comments teach new nurses to know how to do good 
assessment to do from head to toe 
 
Participant 11 
  Content 
 Time span Question Answer 
1 0:00.0 - 1:57.7 How would you describe your 
family of origin? 
 
Black American. Parents from 
Africa. she has been America for 
many years 
 
2 1:57.7 - 2:55.0 What do you understand by 
breast cancer prevention and 
screening? 
 
A way of checking the breasts either 
by oneself or through mammogram. 
she knows self examination looking 
for lumps in the breasts 
 
3 2:55.0 - 3:49.1 What concerns do you have 
about locating and 
participating in breast cancer 
screening? 
 
It is very necessary but most of them 
are limited because of the cost as 
majority of women have no 
insurance to cover mammogram 
 
4 3:49.1 - 5:56.5 How does your awareness 
level about breast cancer 
screening influence your 
utilization of the available 
screening resources? 
She is aware of the screening it’s 
good and its need but because she 
doesn't have insurance to cover 
herself she does self assessment. and 
belief that God will take control 
especially when there is no finance  
 
5 5:56.5 - 6:59.6 What are your personal 
barriers that have influenced 
your breast cancer screening 
behavior? 
Time, no insurance to cover the bill. 
now that she knows there could be 
free testing she will find a place 
 
6 6:59.6 - 9:18.9 Do you see culture and 
stereotype as barriers to breast 
Culture is a barrier because most 
African American women she is 
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cancer screening? (If so, in 
what ways) 
 
grandmother and helps look after the 
granddaughter so she doesn't have 
time. Beliefs that God will be in 
control. African Americans do care 
it's because of time and finances are 
the barriers 
 
7 9:18.9 - 
10:03.6 
What is your attitude and 
beliefs towards breast cancer 
screening? 
 
Very important to go for screening, 
that is mammogram for early 
detection.  
 
8 10:03.6 - 
11:04.3 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
She knows that she should check 
herself after bathing even there are 
any lumps. does not know about 
mammogram and that there are free 
mammograms 
 
9 11:04.3 - 
12:52.5 
What are the resources 
available in your community 
for breast cancer screening? 
 
She does not really know about the 
resources available. Daughter told 
her about mammogram and she does 
not want anybody to see or touch her 
breasts and did not know about the 
seriousness.  
 
10 12:52.5 - 
13:17.4 
Do you how to get available 
breast cancer screenings? 
Please describe the process. 
 
she does not know how to find 
available resources 
 
11 13:17.4 - 
14:19.6 
Have you ever had breast 
cancer screening? Please 
explain what type of screening 
you had and your experience. 
 
She does self examination but has 
not gone through mammogram. she 
stands in front of the mirror and 
checks for lumps 
 
12 14:19.6 - 
15:13.1 
What was the most challenging 
aspect of breast cancer 
screening? 
 
she does not have any challenges in 
self-examination but does not 
remember to do it most times 
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13 15:13.1 - 
16:12.5 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
Free tests could enhance her 
participation for people to just walk 
in and advertise it the way they do it 
about smoking and gun. more 
awareness 
 
14 16:12.5 - 
16:59.6 
Are you employed and how 
would you describe your 
socio-economic status? 
 
Employed part time but her social 
status, she is being helped by her 
daughter as well therefore 
comfortable.   
 
15 16:59.6 - 
17:19.2 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
social economic status affects 
because she does not have insurance 
and keeps away from mammogram 
because she cannot afford it  
 
16 17:19.2 - 
17:50.1 
Do you have health insurance? 
If no why and if yes, what does 
your insurance cover? 
 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
How adequate do you think 
your health insurance is when 
compared to your health needs  
Doesn’t have health insurance. By 
December she will have health 
insurance from the place she works.  
 
17 17:50.1 - 
18:49.8 
What is your advice for African 
American women about breast 
cancer screening? 
 
African American women should 
come out in masses and go for 
mammogram because it is very 
important. No what is happening and 
take care of themselves. stop 
believing that God will do it but do 
what you have to do 
 
18 18:51.4 - What advice do you have for They should make available the 
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22:15.0 healthcare providers to 
improve breast cancer 
screening services for African 
American women? 
 
mammogram screening free beaus 
people don't participate because they 
cannot afford it. go to the rural areas 
where there are more grandmother 
and grandfathers and provide 
awareness and provide free 
screening 
 
19 22:15.0 - 
24:07.0 
Other Comments She did not agree with her daughter 
when she was told about screening 
but now she believes and will let 
other people know about it.  
 
Participant 12 
  Content 
 Time span Question Answer 
1 0:00.0 - 
1:30.6 
How would you describe your 
family of origin? 
 
Fore father came from Nigeria. but 
African American 
 
2 1:30.6 - 
2:40.9 
What do you understand by 
breast cancer prevention and 
screening? 
 
The area you screen is better to 
prevent, exercise, eating well. Helps 
well to prevent breast cancer. Most 
important is screening for early 
detection. self examination and doing 
mammogram every year 
 
3 2:40.9 - 
5:02.3 
What concerns do you have 
about locating and participating 
in breast cancer screening? 
 
The only place that she knows of is 
going to the hospital and the center. 
More locations like in the 
supermarkets, schools. no problem 
locating the screening resources 
 
4 5:02.3 - 
6:10.1 
How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
being a nurse, she knows that the 
screening is very important and does 
not miss any yearly mammogram 
screening  
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5 6:10.1 - 
7:58.9 
What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
Every time after finishing screening, 
the way they mash the breasts, 
pressing it is painful. How they 
manipulate the breasts turning it here 
and there, lifting it up. it invades your 
privacy 
 
6 7:58.9 - 
9:33.2 
Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in 
what ways) 
 
Africans don't belief in health care 
much. They believe they are okay. 
Too busy to go and check themselves 
up. As long as they are well they think 
that they do not need it. no education, 
no money or insurance  
 
7 9:33.2 - 
10:37.8 
What is your attitude and beliefs 
towards breast cancer screening? 
 
The screening is very important. 
encourages her girls to do self 
assessment and she encourages people 
of her age to go for screening 
 
8 10:37.8 - 
11:34.2 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
Self examination every month. 40 
years and above should go to 
screening. if you notice anything 
strange go to the doctor  
 
9 11:34.2 - 
12:09.4 
What are the resources 
available in your community 
for breast cancer screening? 
 
Mobile screening centers but not 
often. would be nice to get more of 
that 
 
10 12:09.4 - 
13:09.7 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
She knows how to get available 
screening resources. When she goes 
for pap smear he always sends her for 
mammogram. screening through her 
doctor (OBGY) 
 
11 13:09.7 - 
15:03.4 
Have you ever had breast 
cancer screening? Please 
She has had self examination and 
mammogram. The pressing is so hard, 
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explain what type of screening 
you had and your experience. 
 
touching and playing with your 
breasts. it’s okay but she would prefer 
somebody not touching or playing 
with her breasts 
 
12 15:03.4 - 
15:50.5 
What was the most challenging 
aspect of breast cancer 
screening? 
 
Touching, pulling, and smashing that 
you are uncomfortable for some times. 
the temperatures are cold the nipples 
are pointing 
 
13 15:50.5 - 
17:06.1 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
Participants play with their own 
breasts and not other people doing it. 
The temperatures should not be very 
cold. although she would still go for it 
 
14 17:06.1 - 
18:18.7 
Are you employed and how 
would you describe your socio-
economic status? 
 
She is employed with full time job. 
she in the middle class status and 
married, stable not rich nor poor 
 
15 18:18.7 - 
19:15.9 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
the social economic status helps since 
she has insurance that pay part of it 
 
16 19:15.9 - 
19:38.7 
Do you have health insurance? 
If no why and if yes, what does 
your insurance cover? 
 
the insurance covers about 80% and 
she pays 20% 
 
17 19:38.7 - 
20:35.3 
 United Health care. A co pay that 
when she visits about$15, dental, 
vision, health care. co pay is not bad at 
all 
 
18 20:35.3 - 
21:37.6 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
the insurance is through a husband 
from the place he works and well 
affordable 
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19 21:37.6 - 
22:39.2 
How adequate do you think 
your health insurance is when 
compared to your health needs  
 
insurance is adequate for their health 
needs, she is happy with the insurance 
 
20 22:39.2 - 
23:47.9 
What is your advice for African 
American women about breast 
cancer screening? 
 
African American women should 
make the screening possible even if it 
means scheduling it around their 
birthdays. education is more important 
 
21 23:47.9 - 
26:26.0 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Having mammogram day for free for 
anybody to come in and participate. 
more education about examination and 
screening 
 
Participant 13 
  Contents 
 Time span Question  Answer 
1 0:00.0 - 
1:29.5 
How would you describe your 
family of origin? 
 
African American. mum and dad 
blacks from US 
 
2 1:29.5 - 
2:02.6 
What do you understand by breast 
cancer prevention and screening? 
 
every woman 45 years old and 
older should have mammogram 
per year and self examination 
regularly 
 
3 2:02.6 - 
2:08.9 
What concerns do you have about 
locating and participating in 
breast cancer screening? 
 
no concerns 
 
4 2:08.9 - 
3:13.1 
How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
Being a nurse she is very aware 
of the importance of screening. 
It’s very important for her to go 
yearly and she has gone to the 
same clinic and she is much 
supported. 
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5 3:13.1 - 
3:51.4 
What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
No barriers. her mum was very 
health conscious and she was 
pushing them to have information 
 
6 3:51.4 - 
4:28.2 
Do you see culture and stereotype 
as barriers to breast cancer 
screening? (If so, in what ways) 
 
Black women do not think that 
breast cancer affects them. 
Younger inner city women don't 
think about it. there is stereotype 
that only European American 
women get it  
 
7 4:28.2 - 
5:48.6 
What is your attitude and beliefs 
towards breast cancer screening? 
 
It is something that all women 
should be very cognitive off. all 
the years when she did not think 
about breast cancer with early 
detection they have a better 
chance of survival  
 
8 5:48.6 - 
6:35.3 
How knowledgeable are you about 
breast cancer screening 
recommendations? Please explain 
 
Very knowledgeable about 
recommendations. It’s 
everywhere. There is a month for 
breast screening. they need to 
open up their eyes and see 
 
9 6:35.3 - 
7:05.2 
What are the resources available 
in your community for breast 
cancer screening? 
 
Women’s health clinic. mobile 
clinic 
 
10 7:05.2 - 
8:13.2 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
she knows the process to get 
available screening resources, she 
has done self examination since 
she was in her early 20s 
 
11 8:13.2 - 
8:33.3 
Have you ever had breast cancer 
screening? Please explain what 
type of screening you had and 
your experience. 
first mammogram was very 
painful 
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12 8:33.3 - 
8:58.8 
What was the most challenging 
aspect of breast cancer screening? 
 
Having her breasts squeezed in 
that machine. she did not like it at 
all 
 
13 8:58.8 - 
9:35.9 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
Being explained to how it is done 
before actually going for 
screening about experience. make 
machine not hurt  
 
14 9:35.9 - 
9:44.7 
Are you employed and how 
would you describe your socio-
economic status? 
 
Employed. middle class 
 
15 9:44.7 - 
10:15.7 
Does your socio-economic status 
influence your breast cancer 
screening habits? 
 
Doesn’t affect it. she is educated 
because she had a mum who was 
very aware 
 
16 10:15.7 - 
10:31.7 
Do you have health insurance? If 
no why and if yes, what does your 
insurance cover? 
 
health insurance covers wellness 
visits 
 
17 10:31.7 - 
11:03.3 
 United health care covers almost 
everything. 20% co pay 
 
18 11:03.3 - 
11:55.6 
How affordable is your health 
insurance, and what factor or 
factors determined your choice of 
insurance? 
 
Cost is not too horrible for her. 
Factors determining is what it 
covers. the job dictates the 
insurance 
 
19 11:55.6 - 
12:17.6 
How adequate do you think your 
health insurance is when 
compared to your health needs  
 
very adequate 
 
20 12:17.6 - 
13:16.0 
What is your advice for African 
American women about breast 
cancer screening? 
have screening done because 
early detection there is a chance 
for survival 
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21 13:16.0 - 
14:41.6 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Always have provision for 
screening even if one does not 
have that expensive insurance. 
provide for all women despite the 
insurance they carry 
 
22 14:41.6 - 
15:38.0 
Other Comments have conversations and encourage 
them to have screening and 
educate them 
 
Participant 14 
  Content 
 Time span Question Answer 
1 0:00.0 - 
1:31.9 
How would you describe your 
family of origin? 
 
From Africa. Parents born from the 
western part of Africa. she has lived 
in America for many years 
 
2 1:31.9 - 
2:37.2 
What do you understand by 
breast cancer prevention and 
screening? 
 
breast cancer is a rampant disease 
screening is part of preventive 
methods and has many benefits like 
discovering it early and the cancer of 
curing it is more possible than 
developed stage 
 
3 2:37.2 - 
3:18.2 
What concerns do you have 
about locating and participating 
in breast cancer screening? 
 
Don’t have any concerns she knows 
where to go. she knows there are 
people limited by many reasons like 
lack of insurance, lack of proximity, 
lack of knowledge as to where to go 
 
4 3:18.2 - 
4:23.8 
How does your awareness level 
about breast cancer screening 
influence your utilization of the 
available screening resources? 
She believes she is very aware and 
that is what influences her 
utilization. she pays attention to the 
time she did it and the time to do it 
again and find a place ahead of time 
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for screening  
 
5 4:23.8 - 
4:54.8 
What are your personal barriers 
that have influenced your breast 
cancer screening behavior? 
no personal barriers she believes that 
she gets advantage of opportunities 
available 
 
6 4:54.8 - 
6:00.4 
Do you see culture and 
stereotype as barriers to breast 
cancer screening? (If so, in 
what ways) 
 
Sometimes people think themselves 
as belonging to a family with no 
history of cancer and assuming that 
it cannot happen and thus ignore 
opportunities. they think they don't 
need it 
 
7 6:00.4 - 
6:44.4 
What is your attitude and beliefs 
towards breast cancer screening? 
 
A very important thing to do. 
Doesn’t matter what your experience 
has been even if no other person in 
your family. its go to go and find out 
nothing than not going and there is 
something  
 
8 6:44.4 - 
8:04.9 
How knowledgeable are you 
about breast cancer screening 
recommendations? Please 
explain 
 
Knowledgeable enough she knows 
that women should do self 
examination and do yearly 
mammograms 
 
9 8:04.9 - 
8:52.7 
What are the resources 
available in your community 
for breast cancer screening? 
 
aware that there clinics, can get 
information from family doctors, 
specialist doctors, insurance covers 
screening, mobile units 
 
10 8:52.7 - 
9:08.1 
  
11 9:08.1 - 
9:47.5 
Do you how to get available 
breast cancer screenings? Please 
describe the process. 
 
She knows how that one should call 
the providers and schedule an 
appointment and bring things you 
asked to and be there in time. 
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12 9:47.5 - 
10:45.0 
Have you ever had breast 
cancer screening? Please 
explain what type of screening 
you had and your experience. 
 
Several mammograms in the few 
years. Have had pleasant experience. 
has utilized mobile unit 
 
13 10:45.0 - 
11:14.9 
What was the most challenging 
aspect of breast cancer 
screening? 
 
Getting started was the most 
challenging thing. 
 
14 11:12.2 - 
12:02.1 
What factors in your opinion 
would better enhance your 
experience and/or utilization of 
breast cancer screening? 
 
It’s good as it is. the pressing of 
breasts sometimes is work 
 
15 12:02.1 - 
12:28.5 
Are you employed and how 
would you describe your socio-
economic status? 
 
employed and middle class 
 
16 12:28.5 - 
13:15.3 
Does your socio-economic 
status influence your breast 
cancer screening habits? 
 
The status has made her realize 
importance. people she associates 
with believe that it is important  
 
17 13:15.3 - 
13:39.4 
Do you have health insurance? 
If no why and if yes, what does 
your insurance cover? 
 
she has health insurance that covers 
virtually everything 
 
18 13:39.4 - 
13:57.0 
 cooperative health insurance 
provided through her job and united 
health care 
 
19 13:57.0 - 
14:41.4 
How affordable is your health 
insurance, and what factor or 
factors determined your choice 
of insurance? 
 
determined by her job, the insurance 
is affordable because the employer 
pays the bunch 
 
20 14:41.4 - 
15:33.9 
How adequate do you think 
your health insurance is when 
Very adequate. she pays a co pay 
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compared to your health needs  
 
21 15:33.9 - 
17:51.1 
What is your advice for African 
American women about breast 
cancer screening? 
 
Screening is necessary for every 
woman especially after the age of 
40. There is a tendency of thinking 
that it is hereditary and hence they 
do not go for screening because they 
think they are safe, do screening 
regularly. Don’t do self examination 
as frequently as required. take it 
seriously 
 
22 17:51.1 - 
19:29.1 
What advice do you have for 
healthcare providers to improve 
breast cancer screening services 
for African American women? 
 
Make the atmosphere friendly. 
Creating services that will bring 
screening closer to the communities 
might be a useful thing to do. 
finding government funding so as 
the services can be made free 
 
 
 
